
01ff iourual nf % 
IntErnatiDnal (HoUEgt at ^urgEnttfi 

Founded in Geneva, Switzerland, 1935 • Incorporated in Washington, D. C., 1940 

Edilor-in-Chief 

Max Thorek, M.D., Sc.D., LL.D., F.B.C.S., F.I.C.S., F.P.C.S. (Hon.), F.R,S.M. 

Assistant to Ihe-Editor 
Dorothy Langley 

Production Assistant 
Dora Stone 

Publication Committee 

Francisco Grafia, M.D., Chnirman Max Thorek, M.D., Editor-in-Chief 

Rudolph Kissen, M.D. Arnold S. Jackson, M.D. 

Henry W, Jleyerdmg, M.D. Edward L. Compere, M.D. 

Summary Editors 

Dr, Manuel A. Manzanilla, Mexico, D. F. Dr. Fritz Rothbart, Chicago 
Spanish German 

Dr. Sabino Vieira de Freitas, Jr., Chicago Dr. Jean Paul Le Gault, Montreal 
Portnffuese French 

Dr. Antonello Franchini and 
Dr. Marino Mini, Bologna 
ftaUan 


CONTENTS—JULY, 1952 


Ma.stectomy by ^lammaplasty for Gynecomastia: Gynecomastia in Identical Twins. 1 

Lester IF. Eiscnstodt, M.A., M.D., F.I.C.S., Newark, New Jersey 

Endometriosis of the Umbilicus. 15 

Jacob Rabiuovitch, M.D., F.I.C.S., Bernard Pines, M.D., FJ.C.S,, and 
Davis M. Grayzel, M.D., PiuD., Brooklyn 

Modern View of the Surgical Treatment of Pulmonary Hydatid Cyst. 22 

Giuseppe Bendandi, FJ.C,S. (Hon.), Rome, Italy 

Extended Simple Mastectomy for Carcinoma of the Breast. 26 

Thomas C. Case, M.D., F.I.C.S., New York 

Surgical Experience with Brain Abscesses and Cysts Caused by Paragonimus 

Westermanni. 32 

De?i7iosttke Jvuiai, M.D., F.I.C.S., Shnpei Yamane and Tern Satoo Okayama, Japan 


Coronary Arteriography in the Intact Animal. 

Felix Pearl, M.D., F.A.C.S., F.I.C.S., San Francisco 


40 









Duodenal Obstruction of Unusual Etiologic Background . 51 

Herman B. Schoenberg, M.D., F.A.C.S., F.I.C.S., and Louis R. Pinlcns, M.D., Xciv York 

Endocrine Dysfunction in Sterility. 55 

Louis Pellegrino, D.S., M.D., A.I.C.S., New York 

Cystic Teratomas: A .Review of Eighty-Two Cases. 61 

Maurice M. Silverman, M.D., F.I.C.S., and Emil J. Alban, Jr., M.D., Delroit 

Williams’ Flexion Regime in the Treatment of Low Back Pain. 69 

Carrutli J. Wagner, M. D., F.A.C.S., F.I.C.S., Staten Island, New York 

Advanced Abdominal Pregnancy with Fetal and Maternal Survival. 77 

Henry A. Siegal, M.D., F.I.C.S., Phoenix, Arizona 

Surgical Considerations in Cancer of the Colon. 86 

William M. McMillan, M.D., F.A.C.S., F.I.C.S., Chicago 


Torsion of the Stomach in the Newborn: Report of a Case. 89 

Frederick TFeiss, M.D., A.I.C.S., and J. C. Dwyer, M.D., Harvey, Illinois 

Ruptured Intervertebral Disc: A Postoperative Follow-Up Study. 92 

Ralph D. Padida, M.D., A.I.C.S., and Robert C. Keys, M.D., South Norwalk, Connecticut 

Treatment of Anal Stenosis by Galvanotherapy. 98 

Harry L. Feit, M.D., A.I.C.S., Brooklyn 

Hydrotherapy in Proctologic Practice. 104 

William J. Eckcrle, M.D., A.I.C.S., A.A.F.S., Rolling Hills, California 


The Renal Factor in Nontoxemia Hypertensive States of Pregnancy: Report of a Case... 110 

John W. Fcrrin, M.D., Chicago 


Problem of the Melanoma. 115 

Albert D. Davis, D.D.S., M.D., F.A.C.S., San Francisco 

Morbidity Due to Incomplete Cholecystectomy. 119 

Frank R. Peterson, M.D., Cedar Rapids, Iowa 


Rupture of the Intestines in Cases of Hernia Due to Severe Muscular Strain. 122 

Harry Berman, M.D., Frank S. Mainella, M.D., and Henry Rosner, M.D., Brooklyn 

Editorials 

Acute Abdominal Disease . 126 


Vincent T, Williams, M.D., Kansas^fQ^^ Missouri 


Strange Oaths . ^ 

Chapter News. S 




k. H.. i ,. .C. .... 


General News Notes.|.^ - _ _ _ .132 

New Books.|.. 9 . /.. j .^... .. . .... j.... 134 

Austr.acts from Current Literature. / 1 137 


In Memorum .. I Ci- Nc 




.... 140 


Date of 



























Sljf iournal nf tlyt 
luterttatiDual OInllfgf nf ^urgpnnH 

Founded in Geneva, Switzereand, 1935 - Incorporated in Washinoton. D. C., 1940 
Editor-in-Chief 

Max Thorek, M.D., Sc.D., LL.D., F.B.C.S., F.I.C.S., F.P.C.S. (Hon.), F.R.S.M, 


Assistant to the Editor 
Dorothy Langley 

Production Assistant 
Dora Stone 

Publication Committee 

Francisco Grana, JI.D., Chairman Max Thorek, M.D., Editor-in-Ckief 

Rudolph Nissen, M.D. Arnold S. Jackson, M.D. 

Henry W. Meyerding, M.D. Edward L. Compere, M.D. 

Summary Editors 

Dr. Manuel A. Manzanilla, Mexico, D. F. Dr. Fritz Rothbart, Chicago 
Spanish German 

Dr. Sabino Vieira de Freitas, Jr., Chicago Dr. Jean Paul Le Gault, Montreal 
Portuguese French 

Dr. Antonello Franchini and 
Dr. Marino Mini, Bologna 
Italian 


CONTENTS—AUGUST, 1952 


Anastomosis of the Rectum without Suture; A Preliminary Report. 141 

Ilbjdio Sauer, FJ.C.S., Rio lie Janeiro and Harry E. Bacon, M.B., F.A.C.S., 

FJ.C.S., Philadelphia 


Renal Metastasis in Carcinoma of the Pancreas. 151 

Loiorari'vE: MhGtxa-,-M,D., F.A.C.S,, FJ-G-S., and Solpj/wn Kccsul, M.D, Philadelphia 

Treatment of Bursitis by Local Injection of Hydrocortisone Acetate . 159 

Effmont J. Orhack, M.D., FJ.C.S., New Britain, Connecticut 

Therapeutic Pituitary Inhibition by Steroids: Treatment of Exophthalmo.s. 164 

Melchlo^i Okie, M.D., P.I.C.S., William J. Daley, M.D., and 
William F. White, M.D., Buffalo^ 







Surgical Correction of Prognathism. 172 

Sidney K. Wynn, M.B., F.I.C.S., Milwaukee, Wisconsin 

Cosmetic Surgery of the Nose in Israel. 179 

Ernest Wodak, M.D., F.I.C.S., Tel-Aviv, Israel 

Partial Resection of the Anterior Thoracic Wall with Skin Flap Reconstruction. 193 

Joao B. Vianna, M.B., F.I.C.S., Rio de Janiero, Brazil 

Tuberculosis of Ileocecal Area. 202 

J. A. Rankine, M.B., C.M., F.A.C.S., A.I.C.S., Kelowna, British Columbia 

Phthalyl Sulfathiazole in the Treatment of Experimental Peritonitis in Rats. 209 

John Grieve, M.B., Ch.B., F.R.C.S.B., F.I.C.S. (Edin.) with the technical assistance of 
B. F. Allan, Bundec, Scotland 

Intestinal Obstruction Due to Gallstone Impaction . 216 

G. N. Thomas, M.B., A. G. Borcadis, M.B., and A. Shapiro, M.B., Vineland, New Jersey 

Surgical Treatment of the Undescended Testis. 223 

Ghcrardo Mcloni, M.B., F.I.C.S., Florence, Italy 

The “Gastric Cripple” after Total Gastric Resection . 226 

Philip S. Kline, M.B., San Antonio, Texas 

Editorials 

The Widening Circle . 230 

Living to Learn . 231 

Section News . 232 

Assembly Program. 235 

General News Notes. 255 

New Rooks . 258 

Abstracts from Current Literature. 261 

In Memoriam 


264 



















©IjE inurtial nf % 
Intpruatioual (Unlljgf nf ^urgrons 

Founded in Geneva, Switzerland, 1935 • Incorporated in Washington, D. C., 1940 

Editor-in-Chief 

Max Thorek. M.D., Sc.D., LL.D., F.B.C.S., F.I.C.S., F.P.C.S. (Hon.), F.R.S.M. 

Assistant to the Editor 
Dorothy Langley 

Production Assistant 
Dora Stone 


Publication Committee 


Francisco Grana, M.D., Chairman 
Rudolph Nissen, M.D. 

Henry W. i\Ieyerdfng-, Jf.D. 


Max Thorek, M.D., Editor^in-Chief 
Arnold S. Jackson, M.D. 

Edward L. Compere, BI.D. 


Summary Editors 


Dr. Manuel A. Manzanilia, Mexico, D. F. 
Spanis/i 

Dr. Sabino Vieira de Freitas, Jr., Chicago 
Portuguese 

Dr. Antonello 
Dr. Marino M 
Italian 


Dr. Fritz Rothbart, Chicago 
German 

Dr. Jean Paul Le Gault, Montreal 
French 

Franchini and 
ini, Bologna 


CONTENTS—SEPTEMBER, 1952 


Mesenteric Chylous Cysts. 265 

Anthony J. Memlillo, M.T)., F.A.C.S., F.I.C.S., Robert M. Loivman, HIM., 

Levin L. Waters, MM., and Howard W. Stanley, M.D., Ncto Haven, Connecticut 


Early and Late Care of the Traumatic Maxillofacial Wound; Report of Cases; 

Surgical Repair in Korean Casualties. 291 

Berniard M. Soderberg, A. D., M.D., F.A.C.S., F.I.C.S,, Colonel 
M.C., Fort Savi Houston, Texas 


Treatment of All Fractures of the Femoral Neck and Trochanteric Region with the 

Original One-Piece Flanged Nail. 313 

Eugene L. Jewett, M.D., F.A.C.S., F.I.C.S., Fred H. Albee Jr, MM. 

A.I.C.S., and Freeman DeWitt Stanford, M.D. Orlando, Florida 






Acute Small Bowel Obstruction. 329 

Claude J. Hunt, M.D., F.A.C.S., F.I.C.S., Kansas City, Missouri 

Endometriosis. 337 

Joseph A. Hepp, M.D., F.A.C.S., Pittsburgh, Pennsylvania 

Urologic Symptoms Relieved by Postural Correction . 340 

Park Nicely, M.D., F.I.C.S., Knoxville, Tennessee 

The Preoperative Diagnosis of Gaseous Inflammations in the “Acute Abdomen”. 349 

Fritz Rothbart, M.D., A.I.C.S., and Meyer J. Steinberg, M.D., Chicago 

Aneurysm of the Common Iliac Artery. 360 

17. Borghetti, M.D., F.I.C.S., and G. Pozzi, M.D., Cantu, Italy 

Evaluation of the Usefulness of Intravenous Sodium Seconal in Anesthestia. 365 

Ruth Weyl, M.D., Wei-Chi Liu, M.D., and Evelyn Lipp, M.D., Chicago 

Cardiac Arrest. 373 

W. A. Campbell, A.B., M.S., F.A.C.S., F.I.C.S., Colorado Springs, Colorado 

Accessory Bones and Anomalies Often Mistaken for Fractures. 381 

E. K. Lewis, M.D., F.I.C.S. (Roentgenol.), Chicago 

Treatment of Subdeltoid Brusitis with Roentgen Therapy. 385 

Lawrence S. Mann, M.S., M.D., F.A.C.S., F.I.C.S., Chicago 

Editorial . 389 

Section News. 391 

General News Notes. 394 

New Books. 396 

Aiistracts from Current Literature. 399 


In Memoriam .... 


402 


















Ollfp inurnal of % 
IntfrnatiDnal (^allege of ^urgfDua 

Founded in Geneva, Switzerland, 1935 • Incorporated in Washington, D. C., 1940 

Editor-in-Chief 

Max Thorek, M.D., Sc.D., LL.D., F.B.C.S., F.I.C.S., F.P.C.S. (Hon.), F.R.S.M. 

Assistant to the Editor 
Dorothy Langley 

Production Assistant 
Dora Stone 

Publication Committee 

Frnncisco Grafia, M.D., Chairman Max Thorek, M.D., Editor-in-Chief 

Rudolph Nissen, M.D. Arnold S. Jackson, M.D. 

Henry W. Meyerding, M.D. Edward L. Compere, M.D. 

Summary Editors 

Dr. Manuel A. Manzanilla, Mexico, D. F. Dr. Fritz Rothbart, Chicago 
Spanish German 

Dr. Sabino Vieira de Freitas, Jr., Chicago Dr. Jean Paul Le Gault, Montreal 
Portuguese French 

Dr. Antonello Franchini and 
Dr. Marino Mini, Bologna 
Italian 


CONTENTS—OCTOBER, 1952 


Intestinal Intubation in Bowel Obstruction . 403 

FrmiJdin I. Harris, M.D., F.A.C.S., F.I.C.S., Sav Francisco 

Giant Cell Tumors of the Bone. 414 

Henry IF. Mcycrding, M.D., F.A.C.S., F.I.C.S., Rochester, Minnesota 
Significance and Management of Acute Spontaneous Thrombophlebitis in the Super¬ 
ficial Veins of the Lower Extremities . 422 

Eugene L. Lotveiiberg, M.D., F.A.C.S., F.I.C.S., Norfolk, Virginia 

Lumbar Sympathectomy for Advanced Occlusive Peripheral Arteriosclerosis . 435 

Felix L. Pearl, M.D., F.A.C.S., F.I.C.S., and Leon M. Michels, M,D., San Francisco 
Bilateral Pyelitis Cystica and Ureteritis Cystica: A Case Report with Six-Year 

Follow-Up . 443 


Leonard Paid WcrsJuih, M.D., F.A.C.S., FJ.C. S., Thomas J. Kirtvin, M.D., F.A.C.S., 

F.I.C.S., and Leonard Biel, M.D., New York 

A Review of Three Hundred Cases of Protruded Intervertebral Discs Treated Surgically 456 
Robert Bean Woolsey, M.D., F.A.C.S., F.I.C.S., and John L. K. Tsang, M.D.,, 

St. Loins, Missouri 

Some Principles of Pancreatic Surgery. .. , 464 

Hoivard N. Cooper, M.D., F.A.C.S., F.LC.S., and James A. Mon' 

Watertoivn, Neio York 









The Enigma of Retroperitoneal Masses . 469 

M. Leopold Brodny, M.D., F.A.C.S., F.I.C.S., and Hyman Hershman, M.D., Boston 

A Clinicopathologic Correlation of Parotid Tumors with Therapeutic Applications.... 479 
iS. L. Perzik, M.D., F.I.C.S., Beverly Hills, California 

Tumors and Cysts of the Neck. 484 

Arnold S. Jackson, M.D., F.A.C.S., F.I.C.S., Madison, Wiseonsin 

Pancreatitis: Current Concepts . 489 

J. G. Probstein, M.D., F.A.C.S., F.I.C.S., St. Louis, Missouri 

Angulation and Rotation Osteotomy: A Nonshortening, Nondisplaceable, Telescoping, 

Impaction Type of Osteotomy. 495 

Harvey E. Billig, Jr., M.D., F.J.C.S., Los Angeles 

Division of the Spermatic Cord as an Aid in the Repair of Recurrent and Other Diffi¬ 
cult Inguinal Hernias . 498 

Ca?'Z J. Heifetz, M.D., F.I.S.C., and Alvin Goldfarb, M.D., St. Louis, Missouri 

Repair. of Abdominal Hernia with Steel Cloth Implant . 513 

Daniel J. Preston, M.D., M.Sc. (Surg.), F.A.C.S., F.I.C.S., Wilmington, Delaware 

Results of Treatment of Urethral Rupture. 522 

Sava Petkovic, M.D., Belgrade, Yugoslavia 

The Efficacy of Sleeve Anastomosis of the Hollow Viscera . 529 

Moses Behrend, M.D., F.A.C.S., F.I.C.S., Philadelphia 

Anal Ileostomy and Complete Colectomy for Familial Polyposis of the Colon. 553 

Everett Carlson, M.D., F.A.C.S., F.I.C.S., and George Novaeovich, M.D., San Francisco 

The Phrenic Nerve in Sui-gery . 541 

Ulysses Grant Dailey, M.D., Sc.D. (Hon.), F.A.C.S., F.I.C.S., Chieago 

Lumbar Sympathectomy for Peripheral Vascular Diseases of the Lower Extremity: 

Concepts of Physiology and Therapeutic Effects . 548 

■S. Thomas Glasscr, M.D., C.P., F.A.C.S., F.I.C.S., New York 

Hyperextension Back Brace for Orthopedic, Geriatric and Adolescent Osseous 

Conditions . 555 

Ruth S. Jewett, M.D., and Eugene L. Jewett, M.D., F.A.C.S., F.I.C.S., Orlando, Florida 

Rehabilitation of the Arm Amputee. 561 

Henry H. Kessler, M.D., F.A.C.S., F.I.C.S., Newark, New Jersey 

Evaluation of Urologic Pain. 566 

J. Ullman Reaves, M.D., F.I.C.S., Mobile, Alabama 

The Eighth International Congress and European Meetings, International College of 

Surgeons, Madrid, Spain, May 19-24, 1952 . 573 

Reunion in Barcelona . 589 

Reunion in Bordeaux .•... 593 

Reunion in Vienna . 602 

Reunion in Amsterdam . 608 

Editorials 

Theirs Is the Harvest . 615 

A Marriage of Sciences . 615 

Section News . 523 

Scientific Exhibits and Motion Pictures Shown at the Eighth International Congress, 

Madrid, Spam, 1952 . 524 

New Books . 

Arstracts from Current Literature. 630 

IN’ Memoriam 

* /'OO 





























Dr. E. N. C. McAmmond, F.I.C.S. 

Vancouver, B. C., Canada 

Secretary, Canadian Section. International College of Surgeons 



Snurnal of 

International OlnUr^r of ^nrgeona 

Founded in Geneva, Switzerland, 1935 - Incorporated in Washington, D. C., 1940 

Editor-in-Chief 

MAX Thorek, M.D., Sc.D., LL.D., F.B.C.S., F.LC.S., F.P.C.S. (Hon.), F.R.S.M. 

Assistant to the Editor 
Dorothy Langley 

Production Assistant 
Dora Stone 

Publication Committee 

Francisco Grana, M.D., Chairman Max Thorek, M.D., Editor-in-Chief 

Rudolph Nissen, M.D. Arnold S. Jackson, M.D. 

Heni'y W. Meyerding, M.D, Edward L. Compere, M.D. 

Summary Editors 

Dr. Manuel A. Manzanilla, Jr., Chicago Dr. Fritz Rothbart, Chicago 
Spanish German 

Dr. F. Luz Filho, Salvador, Bahia, Brazil Dr. Jean Paul Le Gault, Montreal 
Portuguese . French 

Dr. Antonello Franchini and 
Dr. Marino Mini, Bologna 
Italian 


CONTENTS—NOVEMBER, 1952 


The Feasibility of Prolonged Survival After Total Pelvic Exenteration for 


Advanced Cancer . 63 

Alexander Brnnschwig, M.D., F.A.C.S., F.I.C.S. (Hon.), New York 

The Problem of Duodenal Ulcer. 64 


F. Gregoru Connell, M.D., F.A.C.S., F.I.C.S. (Hon.), Oshkosh, Wisconsin 


Malignant Disease of the Stomach 
Claude J. Hunt, M.D., F.A.C.S., 


: Modified Technic for Total Gastrectomy 
F.I.C.S., Kansas City, Missouri 


Shock . 

Fivgsto,,, Ontario, 


M.D., CH.D., F.R.C.S. 
Canada 


(Canada), F.R.C.S. 


(Edin), F.A.C.S., 


65 


66 






Results of Sympathectomy for Peripheral Vascular Disease, with a Fifteen-Year 

Evaluation of Cases. 

James ir. Heudriek, M.D., F.R.C.S., FJ.C.S., and Ernest G Guv, M.D., 

San Antonio Texas 


Intracardiac Surgery with Hypothermia.. . . 685 

lirian A. Cookson, MM.. ChM. fEdm ), W’dfud H \> ptnne. M.D., and 
ChnHes P. DaUey, M.D., F.A.C.S, F.I.CS, 


The Pla.stic E.sophagus. . 6£?5 

Edgar F. IJennan, M.D.. F.A.C.S. FJ < .< .. Unnhnd 

Measures for Roducin^r the Morhidit\ a; •! U-r l.'\ ..f Abd-'minal Surgery.700 

ir. Dahcock, M.D., F.>1 .Fft '■ /" »«■«'/»/"<» 


Treatment of Stones in the Common Kilc l)>Kt . 705 

N. Frederick Hicken, M.D., F.ACS. /■ / T \ / McAllister, M.D., 

F.I.C.S., Salt Lake City, Utah 


Portal Hypertension. . '^14 

Philip Thorck. M.D., F.A.C.S., F.I.C.S.. Chiengn 


The Present Status of Esophageal Surgery. 718 

i»/a«Wcc G. Duckies, M.D.. F.A.C.S., FJ.C.S.. D.AM.T.C., Columbus, Ohio 

Pectus Excavatum .... 

Peter E. ReesMavies, F.R.C.S. (Euylnnd), F.R.C.S. (Canada), F.I.C,S.. 

Vancouver, B. C., Canada 


Postoperative Intestinal Obstruction . 

Etigene F. Dalangero, M.D., F.A.CM., FJ.C.S., Montreal, Quebec, Canada 


737 


Interrelation Between Hepatic Lesions and Lesions of the Biliary Tract 
Hans Popper, M.D., Pk.D., F.A.C.P., Chicago 


743 


Why the Infrequency of Malignant Duodenal Disease? . 

Andre B. Carney, M.D., F.A.C.S., F.I.C.S., Ttdsa, Oklahoma 


753 


A New Surgical Approach for Repair of Recurrent Direct Inguinal Hernia: 

A Preliminary Report . 

William M. McMillan, M.D., F.A.C.S., F.r.C.S., and Robert T. 

McElvenny, M.D., F.A.C.S., Chicago 

















Obligations in the Treatment of Cancer of the Skin. 764 

Neal 0^vcns, M.D., F.A.C.S., F.I.C.S., New Orleans, Louisiana 

Tra7isactions of the Seventeenth A^inual Co77g7-ess of the United States and 

Canadian Sections . 765 

Editorial 

The Tide Rises . 805 

Section News . 807 

General News Notes . 809 

New Books. 811 

Abstracts from Current Literature . 818 


In Memoriam 


823 











lournal of % 

ItttfrnattDttal fflnllfgp af ^argantta 

Founded in Geneva, Switzerland, 1935 - Incorporated in Washington, D. C., 1940 
Edilor-in-Chief 

Max Thoubk, M.D., Sc.D., LL.D., RB.CS., F.I.C.S., F.P.C.S. (Hon.), F.R.S.M. 

, - Assistant to the Editor 

^r" ^ Dorothy Langley 

s' - . Production Assistant 

' V ' . . Dora Stone 

.•, Puhticalion Committee 

Francisco Grana, M.D., Chairwn}> .\f..x Thorek, M.D,, Editor-in-Chief 

Rudolph Nissen, M.D. Arnold S. Jackson, M.D. 

Henry W. Meyerding, M.D. Edward L. Compere, M.D. 


Summary Editors 

Dr. Manuel A, Manzanilla, Jr., Chicago Dr. Fritz Rothbart, Chicago 
Spanish German 

Dr. F. Luz Filho, Salvador, Bahia. Brazil Dr. Jean Paul Le Gault, Montreal 
Portuguese French 

Dr. Antonello Franchini and 
Dr. jMarino Mini, Bologna 
Italian 


CONTENTS—DECEMBER, 1952 


Further Observations on Intraocular Acrylic Lenses in Cataract Surgery. 825 

Harold Ridley, M.D. (CavxbHdgc), F.R.C.S. (England), F.I.C.S, (Hon.), London, England 

An Original Iconographic Technic for Arteriographic Films with Three-Dimensional 

Appearance . 834 

Giovanni Marcozzi, M.D., F.I.C.S., Rome, Italy 

Fatal Hemorrhage from Bile Duct. 838 

A. Lee McGregor, F.R.C.S. (Eng.), M.Ch. (Edin.), FJ.C.S., Johannesburg, South Africa 

Total Obliteration of Artery Due to Spasmodic Obstruction: Operative Verification. 847 

Albert Jentzer, M.D., F.I.C.S., Geneva 

Experimental Demonstration of an Antiamylase in Dogs. 853 

Emilio Forti, M.D., F.I.C.S., Luciano Rognone, Can, Med., Amos Luzzatto, Can. Med., 

Rome, Italy 

Early Diagnosis and Treatment of Carcinoma of the Cervix. 859 

Paul Frederick Doege, M.D., F.A.C.S., F.I.C.S., Marshfield, Wisconsin 

Psychosurgery ... 871 

B. N. Balkrishna Rao, Gxvailor, Madhya Barat, India 










Position of the Surgeon to Left of Patient and Technic of Cholecystectomy. 878 

Vittorio Pcttinari, F.I.C.S., Padua, Italy 

Splanchnic Nerve Block as an Adjuvant in Intestinal Intubation. 881 

G. Martinetto, M.D., F.I.C.S., Turin, Italy 

Prevention of Pulmonary Complications in Abdominal Surgery. 887 

S. H. Babington, M.D., F.I.C.S., Berkeley, California 

Teamwox’k in Anesthesia for the Cardiac Patient. 891 

Forrest E. Leffingwell, M.D., F.A.C.S., F.I.C.S. (Ancsth.) and Chanceford A. Mounce, 

M.D., Los Angeles 

Peripheral Block Anesthesia in General Surgery. 896 

Melford B. Jorgensen, M.D., Los Gatos, California 

Combined Therapy for Pilonidal (Sacrococcygeal) Cyst and Sinus: Roentgen Epilation 

of Operative Field Prior to Surgical Excision with Primary Closure. 903 

Benjamin Goldman, B.Sc., M.D., F.A.C.S., F.LC.S., Erie, Pennsylvania 

Carcinoma of Right Breast and Sarcoma of Left Breast, Eleven Years Intervening: 

Repox’t of a Case. 910 

Carl A. Weiss, M.D., CM., F.LC.S., Hastings, Minnesota 

Chorionepithelioma: Report of a Case and Review of Pathology, Etiology, Diagnosis and 

Treatment . 914 

H. N. Picard, M.D., A.I.C.S., Alpha, Illinois 

Suction Socket Prosthesis for Above Knee Amputation . 919 

Paul E. McMaster, M.D., F.A.C.S., F.LC.S., Robert Mazet, Jr., M.D., and 
Charles G. Hutter, M.D., Los Angeles 

Neux’osux’gical Treatment for Mentally Deficient Children . 925 

Samuel Rosner, M.D., F.LC.S., New York 

Nonpenetrating Traumatic Rupture of the Liver . 931 

J. Major Greene, M.D., F.A.C.S., F.LC.S., Samuel L. Turek, M.D., and Earle I. Greene, 

M.D., F.A.C.S., Chicago 

Rehabilitation of the Child with Cerebral Palsy. 935 

Sidney Keats, B.S., M.D., Neivark, New Jersey 

Hemorx-hoids: A Geriatric Problem at Any Age. 940 

J. F. Montag^^c, M.D., F.LC.S.,,New York 

Editorials . 

Speaking of Horizons . 947 

A Glance at the Future . 948 

Burton E. Park, M.D., F.A.C.S., F.I.C.S. 

Section News .;_ 949 

Officers of the International College of Surgeons . 953 

New Books . 95g 

In Memoriam . ggg 

Volume Index 


960 
























fOCNDED BT DB MAX THOBES 

louraal of tl{f 

Internatinnal OInUfgf af g>urgrona 

FOUKDF.D IN Geneva, Switzerland. 1935 - Incorporated in Washington, D. C., 1940 


Vol. XVIII 


JULY. 1952 


No. 1 


Original Articles 

Mastectomy by Mammaplasty for Gynecomastia 

Gynecomastia in Identical Twins 

LESTER W. EISENSTODT, M.A., M.D., F.I C.S. 

NEWARK, NEW JERSEY 


G ynecomastia may be defined as 
an enlargement of the male breast. 
Karsner' made an exhaustive study 
and analysis of the literature, in addi¬ 
tion to an analysis of the pathologic sec¬ 
tions from 284 cases in the Army Medical 
Museum. He defined gynecomastia thus; 
“Gynecomastia is an enlargement of the 
mammary gland or glands of males due 
to proliferation of connective tissue, dense 
in the general stroma and often loosely 
arranged in periductal regions, together 
with variable degrees of multiplicanon, 
elongation or branching of ducts, or of all 
three, without formation of true acini’. 
He further remarked that the condition 
was known to Aristotle. Spankus and 


Grant’s excellent article^ discussed the 
causes of gynecomastia and its incidence 
in the armed forces. 

The growth of the breast usually oc¬ 
curs during or shortly after puberty, with 
sudden, rapid or gradual progressive en¬ 
largement. Just under and attached to the 
areola in most adolescents there is a small, 
firm glandular mass. “The mammary 
glands in boys between the ages of 13 and 
IG years show hyperplasia of duct epi¬ 
thelium and periductal stroma. . . In 77 
per cent of the boys at this age (Jung 
and Shafton) this normal puberty reac¬ 
tion is manifested as a button-shaped 
subcuticular node of palpable size. These 
authors believe that nearly all boys at 
some time during puberty have such a 
node. . . The node tends to disappear at 
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about the age of 17 years.If this sub¬ 
areolar physiologic mass becomes hyper¬ 
trophied, a fibroductal or mixed type of 
gynecomastia occurs. In some instances 
the growth is merely a transitory or false 
gynecomastia and resolves spontaneously 
in a few weeks. 

Webster"* stated: “There are three 
classes of benign hypertrophy of a per¬ 
manent nature which necessitate treat¬ 
ment: (1) periductal connective tissue 
hypertrophy without adipose tissue 
change; (2) increase in the amount of 
both of these elements; and (3) adipose 
tissue hypertrophy alone.” 

The physical enlargement of the breast 
is due to hypertrophy or hyperplasia of 
fibrous tissue and ducts in the subareolar 
node, or to the presence of a subareolar 
node in addition to a localized accumula¬ 
tion of fatty tissue, above, behind and 
around the node; or it may be merely an 
accumulation of fatty tissue alone, without 


a fibrous node (pseudogynecomastia). 
For the sake of simplicity these types may 
be surgically classified as (1) fibroductal, 
(2) mixed and (3) fatty. By simple in¬ 
spection and careful palpation one can 
diagnose the surgicopathologic type in 
most instances. The physical forms of the 
breast are different in each group. 

The cause of hypertrophy of the breast 
is obscure in many cases, although it has 
been described as concomitant with vari¬ 
ous other physical disorders, i.e., adrenal, 
renal, pineal, pituitary, hepatic, pulmo¬ 
nary, testicular and thju’oid tumors; dis¬ 
eases of the thyroid, heart, liver, lungs 
and ovaries (in hermaphrodites) ; lipo¬ 
matoses, starvation,*''' malnutrition and 
vitamin deficiencies. It has been described 
as occurring after prostatectomy and after 
the injection of estrogens, and also in 
young paraplegics as a result of sever¬ 
ance of the spinal cord.® It has been as¬ 
sociated with leprosy' and has been ob- 



bieasts; in right breast, node as large as a golf ball. 
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Fiff. 2 .—A and D, preoperntive photopraphs of a patient aped 23, 
with bilateral pynecomastia. Identical twin of patient in Fipurc 
3. Never exposed body in public. C and D, postoperative photo- 
praphs. Complete psyehic cure was achieved. Patholopically the 
pynecomastia was of the mixed type. 


■served in cases of undescended testes.® 
The goal in the treatment of gyneco¬ 
mastia is to reduce the size of the enlarged 
breasts to approach the normal. There are 
reports in the literature of improvement 
after the administration of male hor¬ 
mones, but the results are not consistently 
good. Gynecomastia that responds to tes¬ 
tosterone would probably have subsided 
spontaneously. There are also reports of 
improvement by roentgen therapy, but 
more clinicians agree that the most ef¬ 
ficacious treatment is surgical, since cure 
is established by a single operation, per¬ 


formed to extirpate the mass causing the 
enlargement. Patients submit to surgical 
intervention because they are self-con¬ 
scious about their deformity and are ob¬ 
jects of cruel ridicule. Their mental an¬ 
guish is so great that many of them have 
never appeared in public in shorts or 
swimming trunks. 

Various technics of mammaplasty for 
gynecomastia have been described. All 
are successful in reducing the size of the 
breasts, but most fall short of total suc¬ 
cess, since they leave a telltale noticeable 
scar. The personality of patients with this 
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deformity is such that an operative scar 
that would be acceptable to most patients 
may create an undesirable emotional ef¬ 
fect. Most patients would like all signs 
of operation eliminated. A scar resulting 
from a nonelective opei'ation is easily ac¬ 
cepted, but one from a cosmetic procedui-e 
is not and may defeat the entire bene¬ 
ficial psychologic effect of the operation. 
Cosmesis rather than function is the ob¬ 
jective of this operation. If the operative 
results are good the patient becomes 
socially adjusted and his self-conscious¬ 
ness is immediately eliminated. In these 
persons the psychic disturbance is far out 
of proportion to the actual physical de¬ 
formity. It is not the purpose of this com¬ 
munication to postulate a theory as to the 
etiologic or the endocrine background of 
gynecomastia, but merely to describe my 
experiences with 12 cases of gynecomastia. 
Of all the various technics of operation, 
Webster’s'* seems to be the best, as well 
as the one most suitable for all types of 
gynecomastia. Attention will be given to 
certain phases of the operative technic 
which in my experience have proved their 
value. 

Twelve patients with gynecomastia 
were treated, 3 adolescents and 9 adults. 
Of the 3 adolescents, 1 was 12 years old 
and the other 2 were 13. Their breasts 
(bilateral) swelled suddenljp and the 
rapid growth caused the parents to fear 
malignant change. All these patients com¬ 
plained of pain in the breasts, and the 
breasts were tender to palpation. In one 
case, a “milklike” discharge from the 
nipple was present. Under treatment bj'- 
testosterone for six weeks, the swellings 
subsided. It is believed that in these in¬ 
stances the swellings were transitory and 
the cure would have been spontaneous 
even if treatment had not been instituted. 
However, a course of treatment by testos¬ 
terone is believed to be justifiable and 
perhaps beneficial when the patient is 
adolescent. 

Nine adults were treated. Eight had 
iiypertrophy and 1, a youth of 

f ^ (right) enlargement 

of the breast. He stated that at the age 


of 16 his right breast had enlarged spon¬ 
taneously. He complained of occasional 
“shooting” pains in the breast. Whenever 
he engaged in sports he had severe sharp 
pains in the enlarged breast, which pre¬ 
vented him from continuing. He was ad¬ 
vised to undergo an operation but de¬ 
ferred it. Both breasts showed subareolar 
firm, pseudoencapsulated nodes. The node 
in the right breast, however, was con¬ 
siderably larger than that in the left 
(Fig. 1). 

All of the 8 adults with bilateral mam¬ 
mary hypertrophy had similar case his- 
toi’ies. Each described a rather sudden 
and progressive enlargement (several 
months) of the breasts at about the time 
of puberty. Once the breasts attained 
their maximum gro\vth they remained 
stationary, neither enlarging nor dimin¬ 
ishing. There was no history of trauma 
prior to the enlargement. The extraor¬ 
dinary size of the breasts was the only 
concern of the patients. None complained 
of pain in the breasts, and the breasts 
were not tender to palpation. Several pa¬ 
tients recollected having had mammary 
pain at the initial stage of the enlarge¬ 
ment. All of these patients had been 
treated by their own physicians and had 
received several courses of testosterone 
during adulthood, when the breasts were 
full-grown. Treatment was not beneficial. 
None had received any male hormone at 
puberty during the stages of the initial 
enlargement. In every case, the testes and 
the secondarj’- sex characteristic were nor¬ 
mal. Each patient enjoyed normal health. 
Seven came to operation and were in the 
third decade of life. One patient, with the 
fatty type of pseudog 3 ’'necomastia which 
was not treated by operation, was in the 
fifth decade. 

It is interesting to note a discrepancy 
between my own cases and the extensive 
studies of Geschickter'* and Karsner.* 
Karsner studied 274 surgical cases at the 
Institute of Pathology Armj’' Medical 
Museum and found only 12 cases of 
bilateral gjmecomastia. In the other 262 
cases the condition was unilateral. Ges- 
chickter" studied 108 cases, of which 86 
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Fig. 3 .—A and B, preoperative photographs of a patient aged 25 
with bilateral gynecomastia. Identical twin of patient in Figure 2. 
Never exposed body in public. C and D, postoperative photographs. 
Complete psychic cure was achieved. Pathologically the gyneco¬ 
mastia was of the mixed type. 


per cent were cases of the unilateral condi¬ 
tion. In my series of 12 cases, 11 were 
bilateral and one was unilateral (three 
cases were temporary and bilateral, and 
subsided under testosterone.) In Web¬ 
ster’s 17 cases, 15 were bilateral and 2 
were unilateral.^ 

Included in this series of operative 
cases is a set of identical twins with 
bilateral gynecomastia (Figs. 2 and 3.) 
Their histories were the same as the 
others; bilateral painless hypertrophy at 
puberty, no treatment at that time; 
courses of testosterone in adulthood, with 
no improvement, and finally surgical in¬ 
tervention. The secondary sex character¬ 


istics were normal, and both twins enjoyed 
excellent health. Neither had ever ap¬ 
peared in public in shorts and both were 
reluctant to expose their bodies before 
others. One was operated on at the age 
of 23 and the other at 25. 

In some cases gynecomastia appears to 
be a primary disease, and in others it is 
secondary to an endocrine imbalance. In 
the aforementioned cases of identical 
twins the disease appeared to be primary. 
One must also bear in mind the possibility 
that it may be secondary to a congenital 
or hereditary endocrine abnormality 
which is not yet evident. 

Operative Technic .—Prior to operation 
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Fig. 4 .—A and B, preoperative photographs of a patient aged 27 
with bilateral gynecomastia. Appearance of breasts simulates that 
of hypotrophic pubertal female breasts. Partial “prep” was per¬ 
formed by patient. C and B, postoperative photographs. Subareo¬ 
lar nodes shelled out by mere finger dissection. Complete psychic 

cure. 


the breasts are carefully palpated to de¬ 
lineate the boundaries of the masses. By 
careful palpation one can diagnose the 
surgicopathologic type of gynecomastia. 
The margins of the masses are marked 
out with the patient both erect and in 
the dorsal position, as the form of the en- 
Lu'gement varies according to the position 
of the patient. The masses extend more 
caudally and protrude more anteriorly 
When the patient is erect. They are flatter, 
w uler and extend more celphalad when 
patient is in the reclining position. 


These preliminary markings are of con¬ 
siderable help to the surgeon in maintain¬ 
ing his original perspective. On occasion, 
during the operation, it has been found 
that considerable edema occurs in the skin 
flaps. Under these conditions accurate 
palpation is impossible. In these instances 
one must rely upon one’s markings for 
guidance. 

A small curvilinear semicircular in¬ 
cision (WebsterU is made in the pink 
areola just inside the junction of the 
areola with the surrounding white skin. 
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Flp. T).—Fibioductal type of frynecop^astia. Note absence of capsule and fatty 
tissues. 


Through this incision the nipple, with a 
very small quantity of apical breast tissue, 
is detached from the breast mass. It is 
essential to maintain the attachment of a 
very small amount of apical breast tissue 
(mammary ducts) to the nipple to pre¬ 
vent dimpling, retraction or inversion of 
the nipple. The apical breast tissue is 
hard, fibrous and gritty and must be in¬ 
cised with the scalpel. It is not readily 
cut with scissors. 

By blunt scissor dissection the breast 
mass is superficially separated from the 
skin and subcuticular tissues for a short 
distance around the areola. The blunt dis¬ 
section is then carried peripherally, by 
means of the dissecting finger, to the pre- 
operative breast markings delineating the 


mass. Separation of the upper surface of 
the mass is easily performed. Usually a 
small amount of bleeding accompanies the 
blunt dissection, but the area is compara¬ 
tively avascular. The deep surface of the 
mass, however, is firmly attached to the 
pectoral fascia by thick, adherent fibrous 
bands. By blunt finger dissection the cir¬ 
cumferential margins are freed. The finger 
dissection is then continued deeper under 
the mass, partially separating it from the 
pectoral fascia. When the cleavage plain 
is found, the deep surface of the mass 
separates from the pectoral fascia, but 
with some difficulty. When the breast 
mass has been liberated as far as possible, 
it is delivered through the incision by 
traction. The remaining fibrous attach- 
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Fig. 6 .—A and B, preoperative photographs of a patient aged 25 
vnth bilateral gynecomastia. Breasts full and conical; circum¬ 
scribed subareolar nodes; large amounts of circumammary, retro¬ 
mammary and supramamniary fat. Partial “prep” performed by 
patient. C and D, postoperative photographs. Subareolar nodes 
shelled out by mere finger dissection. Considerable improvement 
but no psychic cure. Secondary operation for removal of remaining 
fatty tissue is contemplated. 


merits of the mass to the pectoral fascia 
are then incised under direct vision. Sharp 
dissection should be performed only under 
direct vision. Occasionally a blood vessel 
is found imbedded in the fibrous attach¬ 
ments, and if such a vessel is cut it is re¬ 
tracts and is difficult to locate. Sharp dis- 
.^ection should never be performed blindly, 
in the fibroductal type sharp dissection 
ij' not necessary. The ivhole glandular 
mass is delivered by merely “shelling” it 


out with the dissecting finger. 

Exact final hemostasis is highly desir¬ 
able. All bleeding, moderate or severe, 
must be controlled. In most instances the 
amount of bleeding is negligible. In 2 of 
the 14 breasts operated on, a mild an¬ 
noying oozing of bluish deoxygenated 
blood occurred. It was impossible to locate 
the source of the bleeding, which was 
obviously due to retracted venules, but the 
final pressure dressing controlled it. 
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Pip. 7 .—Mixed type of gynecomastia. Not** fibrous bands extending into 
surroundinp fatty tissues. 


After removal of the mass a large This tends to maintain the fat flaps in 

cavity is formed. On several occasions I partial contact with the pectoral fascia 

attempted to obliterate this vast dead and to obtain partial obliteration of tbe 

space by the “trial and error" method of cavity. That portion of the cavity which 

subcuticular suturing as advocated by is not effaced becomes filled with a sero- 

Webster.^ This method was never quite sanguinous accumulation. Pressure must 

satisfactory. I never felt that I had been not be applied to the nipples. At least one 

successful in obliterating tbe cavity, and half of the available blood supply to the 

the maneuver was abandoned. A com- nipples has been severed, and any undue 

pression dressing properly applied to the pressure may cause necrosis. The nipples 

flaps with their undercoating of fatty are protected by a “life-saver” dressing 

tissue will partially efface tbe cavity. of fluff placed around them. An adhesive 

No ill effects have occurred. The areolar tape dressing followed by several ace 

incision is meticulously closed by suturing bandages insures a firm, even compression 

the subcuticular fibrous tissue with No. bandage. 

000 catgut and No. 00000 dermalon to the Postoperative Care. — The patient is 
skin. A double layer closure is essential permitted out of bed on the morning after 

to prevent indentation of the suture line. the operation and is discharged from the 

A pressure dressing is indispensable. hospital in the afternoon. In most in- 
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Fig. 8 .—A and B, preoperative photographs of a patient aged 
23 with bilateral gynecomastia. Breasts full and rounded. C and 
B, postoperative photographs. Subareolar nodes excised with 
surrounding fatty tissues. Complete psychic cure. 


stances there is little or no shock involved 
operation. The blood loss is neg- 
ligible, and the surgical maneuvers are 
well tolerated. Except for tenderness ir 
the operative area there is no debility. 
The first dressing is performed on the 
FeNenth elay, at which time all areolai 
sutures are removed. The breasts usuallj 
show a moderate amount of ecchymosis 
If the pressure dressing has been prop- 
erly aiiphed and exact final hemostasit 
ybuuned at operation, the breast areas 

^ concavity exists 
c irea.‘^ts are in this condition one 


can dispense with the pressure dressing. 
Edema will occur, and the hollows will 
be obliterated in a few days. If exact 
hemostasis was not obtained at operation 
or the pressure dressing was improperly 
applied, various quantities of serosangui- 
nous fluid accumulate in the breasts. A 
small quantity of fluid is left undisturbed 
and wall be absorbed spontaneously. 
Copious accumulations will balloon out 
the breasts and must be aspirated with a 
syringe and needle, after which a second 
pressure dressing is applied. In 2 of the 
14 breasts operated on, complete hemos- 
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Fip. 9 .—A and D, preopertive photographs of a patient aged 26 
with bilateral gynecomastia. Breasts full and round. C and D, 
postoperative photographs. Subareolar nodes excised with 
surrounding fatty tissues. Complete psychic cure. 


tasis was not obtained. I aspirated as 
much as 65 cc. of serosanguinous fluid on 
3 occasions at three-day intervals. The 
aspirations are performed repeatedly un¬ 
til fluid no longer accumulates in the 
breast. Then the pressure dressing is dis¬ 
continued. A moderate amount of mam¬ 
mary edema will occur after elimination 
of the pressure dressing. The swelling 
will then subside in the course of several 
weeks. 

Surgical Classification of Gynecomastia. 
—1. Fihrodnctal Type: This type of gyne¬ 
comastia simulates in appearance the 
hypotrophic, underdeveloped pubertal type 


of female breast. It assumes the character 
of a small conical prominence. On palpa¬ 
tion one defines a firm, compact conical 
encapsulated subareolar node. On exposure 
the node is firm and glistening white 
and forms a compact, lobulated pseudo- 
encapsulated mass. The mass is firmly at¬ 
tached to the nipple and is completely 
surrounded by extremely small amounts 
of fatty tissue except under the areola. 
Microscopically the specimen shows a 
mass of fibrous tissue with varying num¬ 
bers of ducts. No definite capsule can be 
seen. There is a complete absence of fatty 
tissue in the r ' ' .is the.^’-mnlest 
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type of mastectomy to perform through 
the intra-areolar incision. After the node 
has been cut free from the areola, mere 
finger dissection will deliver it in toto. 
The node is practically free and has no 
fibrous attachments to the surrounding 
tissues. In these cases the circummam- 
mary, supramammary and retromammary 
fat is not abundant, and no further ex¬ 
cision is necessary. This type of opera¬ 
tion is the easiest to perform and gives 
the best cosmetic end result (Fig. 4). 

2. Mixed Type: This type of gyneco¬ 
mastia resembles the fibroductal type in 
that the subareolar fibrous node is pres¬ 
ent. The subareolar node, however, may 
be small as a button or as large as a golf 
ball. In addition to the node there are 
varying accumulations of circummam- 
mary, retromammary and supramam¬ 
mary fatty tissues around the node and 
bound to the node by fibrous bands. 

The apex of the breast mass is firm, 
compact, conical and pseudo-encapsulated, 
owing to the subareolar node. The main 
mass of the breast, however, is softer and 
more diffuse. On exposure the subareolar 
node is greyish white, but the main mass 
has a pale reddish color. 

The Ijreasts are full and rounded (small 
subareolar node and large amounts of 
fatty tissue) or full and conical (large 
subareolar node and large amounts of 
fatty tissue.) 

If the subareolar node is large, mere 
excision of this mass will reduce the size 


of the breast sufficiently to give a satis¬ 
factory cosmetic end result. The sub¬ 
areolar node separates easily and in some 
instances can be removed by mere finger 
dissection (Fig. 5). 

If the subareolar node is small one must 
excise it. together with portions of the 
remaining supramammary, circummam- 


mary and retromammary fatty tissues, t( 
reduce the size of the breasts sufficiently 
The node is firmly bound to the fatb 
tissues by fibrous tissue bands, and th' 
whole mass is adherent to the pectora 
tasc'.a (Fijr..;. G and 7). 

Type (Pscvdoyiinccomastia) 
u\ p.j of mammary enlargement is dui 


to a localized accumulation of fatty tissue 
alone. There is no glandular tissue pres¬ 
ent, and no fibroductal tissue can be found 
under the areola. It is a form of gyne¬ 
comastia that may be surgically corrected; 
however, some clinicians prefer to call it 
pseudogynecomastia, as the breast is en¬ 
larged without hypertrophy or hyper¬ 
plasia of the mmammary elements. The 
mass consists of soft, friable, yellow 
adipose tissue. The breasts are large, 
soft and round. This is the most difficult 
type to treat by operation. As no pseudo¬ 
capsule is present and the mass easily 
tears on traction, it is removed in portions 
until the breast is reduced to the desired 
size. The sections of fat removed are 
preserved and compared with those from 
the opposite breast. Since the mass is soft 
and pliable, mammary palpation for size 
is not accurate. Here one relies on one’s 
preoperative markings. 

SUMMARY AND CONCLUSIONS 

1. Of all the various surgical technics 
for the treatment of gynecomastia, Web¬ 
ster’s-* seems the most advantageous. It 
is suitable for almost every type of gyne¬ 
comastia. 

2. Male hormones maj’' be beneficial in 
the treatment of enlargements of the 
adolescent male breast. Thej'- seemed help¬ 
ful in 3 cases. 

3. Male hormones appear to be of little 
or no value in the treatment of adult 
gynecomastia. They proved useless in 9 
cases. 

4. Identical twdns with gynecomastia 
are described. The disease appeared to be 
primary in these cases. The possibility of 
a congenital or hereditary endocrine mal¬ 
formation not j'-et evident must also be 
considered. 

5. In 11 of the 12 cases described, the 
gynecomastia was bilateral. This is con¬ 
trary to the extensive studies of Karsner^ 
(95 per cent unilateral) and Geschickter* 
(86 per cent unilateral). 

6. The different physical and clinico- 
pathologic types of gynecomastia are dis¬ 
cussed. Certain phases of the surgical 


12 



VOL. Win. NO I 

technic necessary to obtain a satisfactory 
cosmetic result in each case are described. 

ZUSAMMENFASSUNG UNn SCIILUSSFOLCERUNGEN 

1. Von den verschiedenen chirurgischen 
Techniken der Behandlung der Gynaeko- 
mastie scheint die Webstersche-' die vor- 
teilhafteste zu sein. Sie eignet sich fuer 
fast alle Typen der Gynaekomastie. 

2. Maennliche Geschlechtshormone 
koennen in der Behandlung von A'ergroe- 
sserungen der jugendlichen maennlichen 
Brust von Nutzen sein und scheinen 
sich in drei Faellen des Autors bewaehrt 
zu haben. 

3. In der Behaiidlung der Gynaeko¬ 
mastie des Erwachsenen scheinen die 
maennlichen Geschlechtshormone von ge- 
ringem oder gar keinem Wert zu sein. 
Sie erwiesen sich in 9 Faellen als nutzlos. 

4. Es wird das Vorkommen von Gynae¬ 
komastie bei eineiigen Zwillingen be- 
schrieben. Die Erkrankung schien hier 
primaer zu sein. Die Moeglichkeit einer 
noch nicht manifesten angeborenen Oder 
vererbten endokrinen Missbildung muss 
ebenfalls in Betracht gezogen werden. 

5. In elf der beschriebenen zwoelf 
Faelle war die Gynaekomastie doppel- 
seitig. Dies steht im Gegensatz zu den 
umfangreichen Arbeiten Karsners' (95%: 
einseitig) und Geschickters^ (869c ein- 
seitig). 

CONCLUSION! RIASSUNTIVE 

1. Fra tutte le tecniche proposte nella 
cura della ginecomastia quella di Webster 
sembra la piii vantaggiosa. Puo essere 
adottata in quasi ogni caso. 

2. Gli ormoni maschili possono essere 
di giovamento nella cura delle ipertrofie 
mammarie giovanili. Essi sembrarono 
utili in 3 casi personal!. 

3. Gli ormoni maschili avrebbero poco 
0 nessun valore nella cura delle gineco- 
mastie negli adulti. Si dimostrarono inu- 
tili in 9 casi. 

4. Vengono descritti due gemelli iden- 
tici con ginecomastia. La malattia si pres- 
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ento, in questi casi, come primitiva. Deve 
tuttavia anche essere considerata la pos- 
sibilita di malformazioni endocrine eredi- 
tarie o congenite non ancora evidenti. 

5. In 11 dei 12 casi descritti la gineco¬ 
mastia era bilaterale. Questo e contrario 
alle conclusioni di Karsner (95% di ca.si 
unilaterali) e di Geschickter (869c). 

RESUIIEN 

1. La teniea de Webster parece ser la 
mas ventajosa de todas las tecnicas para 
el tratamiento quiriirgico de la gineco¬ 
mastia. Puede considerarse adecuada para 
casi todos los tipos de ginecomastia. 

2. Las hormonas masculinas pueden ser 
utiles en la terapeutica del crecimiento de 
la mama masculina adolescente. Parecen 
haber sido de utilidad en tres casos. 

3. Las hormonas masculinas parecen 
tener poco o ningun valor en el trata¬ 
miento de la ginecomastia del adulto. 
Fuaron de utilidad en nueve casos. 

4. Se describen gemelos idencicos con 
ginecomastia. En estos casos la enferme- 
dad fue aparentemente primaria. Debe 
considerarse tambien la posibilidad de una 
malformacidn endocrina hereditaria o 
congenita. 

5. En 11 de los 12 casos descritos la 
ginecomastia fue bilateral. Esto es con¬ 
trario a los extensos estudios de Karsner 
(95% unilateral) y Geschickter (869c uni¬ 
lateral) . 

SUMARIO E CONCLUSOES 

1. De todas as varias tecnicas cirurgi- 
cas para o tratamento da ginecomastia, a 
de Webster parece ser a mais ventajosa. 
E adequada para cerca de quasi todos os 
tipos de ginecomastia. 

2. Hormonias feminines podem ser be¬ 
nefices no tratamento de hiperplasia da 
mama do adolescente masculine. Eles pa- 
receram de utilidade em 3 casos. 

3. Hormonios masculinos parecem ser 
de pequeno ou nenhum valor on trata¬ 
mento da ginecomastia do adulto, con- 
forme e.xperiencia de 9 casos. 
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4. Gemeos com ginecomastia sao apre- 
sentados. A doenga parecia ser primeria 
nesses casos. A possibilidade de uma mal- 
formacao endocrina. Congenita ou here¬ 
ditaria nao ainda evidente precisa ser 
considerada tambem. 

5. Em 11 dos 12 casos descritos a gine¬ 
comastia foi bilateral. Isso e contrario aos 
extensos estudos de Karsner (95 por cento 
unilateral) e Geschickter (86 por cento 
unilateral). 

RESUME 

1. Le precede Webster semble le plus 
avantageux de tous dans le traitement de 
la gynecomastie. Precede pouvant servir 
a tous les genres. 

2. Les hormones males sent tres utiles 
dans le traitement de I’hypertrophie des 
seins de I’adolescent male surtout dans 3 
de ses cas. 

3. Le traitement hormonal dans la 
gynecomastie de I’adulte ne semble pas 
donner de resultat. 9 cas a I’appui. 

4. Des jumeaux presentaient des signes 
identiques de gynecomastie. Dans 3 cas 


la maladie etait initiale. On peut con- 
siderer la possibilite de malformation en¬ 
docrine soit hereditaire soit congenitale 
meme si ce n’est pas prouve. 

5. 11 des 12 cas cites avaient une lesion 
bilaterale. Ceci est a I’encontre des etudes 
poussees de Marsner (95% des cas etant 
unilateraux) et de Geschickter (86% un- 
ilateraux). 
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Endometriosis of the Umbilicus 

JACOB RABINOVITCH, M D.. F. I C S BERNARD PINES, M.D., F.I.C.S., 
AND DAVID M GRAV/EI. Ml), PhD. 

IIKOOkI \ \ 


E ndometriosis denote.s hetcroiopu- 

frrowth of endometrium. Thi.s rondi- 
tion has been Kenerall.v accepted a-, 
a definite clinical and hiatoloslc . ntitj, 
pre.sentinff consistent cytolopic fi.iture.s 
regardless of the site of development The 
lesion, which is an exact anatomic replica 
of normal uterine endometrium, is made 
up essentially of two different types of 
intimately connected cells. One is epithel¬ 
ial and forms the lining of the glands; 
the other is derived from connective tis.suc 
and consists of long, irreguiar branching 
cells which form a network, the meshes 
of which are filled with lymphoid cells. 
The lesion always displays cellular com¬ 
ponents and structural patterns which 
form a unique picture characteristic of 
endometriosis and render microscopic 
diagnosis unmistakable. 

The purpose of this paper is to review 
briefly some of the more .significant con¬ 
tributions to professional knowledge of 
the condition and to present our own ex¬ 
perience in its pathogenesis and treat¬ 
ment, especially as it relates to the um¬ 
bilicus. The present report concerns 3 
consecutive patients with endometriosis of 
the umbilicus. 

KEPOKT OF CASES 

Case 1.—M.D., a 3G-year-old white woman, 
was admitted to the Jewish Hospital com¬ 
plaining of a painful swelling of the um¬ 
bilicus of one year’s duration. She said that 
the pain appeared at irregular intervals and 
was most acute immediately before and dur¬ 
ing her menstrual period. She also noted that 
the swelling had a tendency to increase with 
the onset of menses and subside shortly there¬ 
after. The menses were otherwise normal. 


Prom the Departments of Surgery and Pathology. Jewish 
Hospital. Brooklyn. 
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Kxamination of tlie umbilicus disclosed a 
•'mall, tender, nodular mass about 2 cm. in 
diameter. The skin overlying' the nodule was 
blue The nodule itself was firm and appeared 
fived The clinical impression was that of 
endfmietriosi-s, or possibly a hemangioma of 
the umbilicus. At operation a small nodule 
mvolving the entire thickness of the umbilicus 
was lound and removed. 

Gnissly. the nodule removed appeared as a 
nonencapsulated mass 2 cm. in diameter. It 
\\as quite firm and on section presented a 
humogeneous, grey-white appearance, with 
areas of blue streaking. 

Microscopically, the appearance was tj'pical 
of endometrial tissue. The nodule was made 
up of epithelial and connective tissue ele¬ 
ments. The parenchyma was made up of 
epithelial cells, which formed a definite struc¬ 
tural pattern; they were arranged in gland¬ 
like .structures and formed a single layer of 
tall columnar epithelium enclosing a rather 
wide space. ^Vithin some of these spaces could 
be found n variable number of red blood cells 
and coagulated plasma. The stroma was very 
cellular and consisted of loosely arranged and 
faintly staining connective tissue cells, with 
numerous lymphoid cells (Fig. 1). 

Case 2.—A.M., a 40-year-oId white woman, 
was admitted to the Jewish Hospital because 
of a painful, tender swelling in the um¬ 
bilicus of six months’ duration. She stated 
that the umbilical mass was more painful 
and increased in size just prior to and 
throughout her menstrual period; her menses 
otherwise were normal. Examination of the 
umbilicus at the time of admission revealed 
a nodular swelling approximately 2 cm. in 
diameter. It was purple and fixed in posi¬ 
tion, A diagnosis of endometriosis of the um¬ 
bilicus was made, and the lesion was removed 
with the patient under anesthesia induced by 
local infiltration of 1 per cent procaine hydro¬ 
chloride. 

Grossly, the nodule removed at operation 
consisted of a hemispherical mass 2 cm. in 
diameter. The cut section revealed a homo¬ 
geneous grey appearance, with areas of blue 
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discoloration. Microscopically, the appearance 
was typical of endometriosis (Fig. 2). 

Case 3.—T.K., a 32-year-old woman, com¬ 
plained of a painful lump in the umbilicus 
of about two years’ duration. She stated that 
in recent months the pain had been more in¬ 
tense, especially with each menstrual cycle. 
Furthei-more, the swelling became larger dur¬ 
ing menstruation and returned to its original 
size immediately thereafter. Examination of 
the umbilicus disclosed a nodular, round swell¬ 
ing 1.5 cm. in diameter. It was firm, im¬ 
mobile, and purple-blue. A diagnosis of endo¬ 
metriosis of the umbilicus was made. At 
operation the nodule was seen to involve the 
entire thickness of the umbilicus, and it ex¬ 
tended as far as the peritoneum; the latter, 
however, was not involved, although it was 
inadvertently opened. A simple local excision 
of the lesion was done and the peritoneum 
and skin wound closed. Recovery was un¬ 
eventful. 

Grossly, the lesion measured 1.5 cm. in 
diameter and on section presented a homo¬ 
geneous grey appearance. There were scat¬ 
tered areas of blue discoloration throughout 
the specimen. Microscopically, the lesion was 
typical of endometriosis (Fig. 3). 

It is beyond the scope of this paper to 
discuss the symptoms of endometriosis in 
the many sites in which it may occur; 
certain general characteristics, however, 
may be emphasized to advantage. Endo¬ 
metriosis of the umbilicus presents a 
rather classic picture, and diagnosis can 
usually be made without difficulty on the 
basis of the historj'^ and the clinical ob¬ 
servations. The symptoms that bring these 
patients to the doctor do not vary widely. 
Practically all those in our series related 
past histories that had definite bearing on 
their illness. Thus, they all experienced 
transient attacks of pain at the site of the 
lesion in the umbilicus. Furthermore, the 
pain was most acute at or about the men¬ 
strual period, and the swelling in the 
umbilicus increased in size during the 
menses and diminished shortly thereafter. 
Also, the lesion occurred in women be¬ 
tween the ages of 30 and 40 j^ears. 

The most constant physical observation 
w;\s the presence of a nodular mass in 
the umbilicus, which measured, on the 
«'.\eiage. 2 cm. in diameter. The mass was 


frequently tender. Its color was blue or 
purple. It was rather fixed in position and 
could not be moved about with ease. 

The pathologic picture at operation 
was characteristic. The lesion presented 
itself as a relatively smooth, hemispheric, 
firm mass involving the umbilicus. In 
most instances the entire thickness of the 
umbilicus was the seat of the lesion, which 
extended from the skin to the peritoneum; 
the latter, however, was never involved. 

Anatomicallj^ endometriosis of the um¬ 
bilicus can be traced to the endometrium 
of the uterus. Both in structural arrange¬ 
ment and in cytologic detail it almost 
regularly has features in common with 
normal endometrial tissue. Histopatho- 
logically the specimen in our cases showed 
a classic morphologic picture, namely, the 
presence of islets of endometrium—that 
is to say, tubular glands lined by tall 
columnar epithelium embedded in a richly 
cellular stroma. The lumens of the glands 
frequently contained red blood cells. The 
cells composing the glands and the stroma 
showed morphologic characteristics iden¬ 
tical with those observed in the normal 
uterine endometrium and rendered ana¬ 
tomic diagnosis, therefore, very simple. 

Clinically, endometriosis of the umbili¬ 
cus should be differentiated from sebace¬ 
ous cyst, incarcerated umbilical hernia, 
omphalitis and hemangioma. The last- 
mentioned condition is particularly apt to 
be mistaken for endometriosis, both be¬ 
cause of the blue color of the lesion and 
its tendency to increase in size with men¬ 
struation.^ 

A review of the literature reveals the 
infrequency with which these lesions have 
been observed and reported. Their chief 
interest, however, lies not in their rela¬ 
tive infrequency but in the mechanism 
of their formation. They have therefore 
stimulated considerable interest and have 
been the subject of a great deal of dis¬ 
cussion in the literature. The pathogenesis 
of endometriosis has been a matter of con¬ 
jecture since the condition was fii'st de¬ 
scribed, and a satisfactory all-embracing 
explanation of its development is yet to be 
found. 


16 



VOL. XVllt. SO. I 


RAHmoVITCH ET AL: ENDOMETRIOSIS 



Fig. 1—Large tubular structures lined by a single layer of tall columnar 
epithelium. Stroma consists of a network of loose connective tissue cells enclos¬ 
ing an abundance of lymphoid cells. X 450. 


Although there still exists a great deal 
of confusion and controversy as to the 
exact mechanism concerned, certain facts 
have been established that serve in many 


instances to explain the.de 
dissemination of c- ' 
of all the data no 
ject, it seems i. 
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more than one factor is concerned in the 
development of endometriosis in different 
sites of the body. There come to mind at 
least four possible explanations for the 
presence of this lesion in different loca¬ 
tions, namely, (1) regurgitation through 
a fallopian tube, as suggested by Samp¬ 
son;- (2) celomic metaplasia, as suggested 
bj’^ Ivanoffcongenital maldevelopment, 
and (4) hematogenous spread. After a 
careful study of endometriosis in patients 
at the Woman’s Hospital, Javert" came to 
the conclusion that no single theory entire¬ 
ly explains the pathogenesis of endometri¬ 
osis but rather that several concepts must 
be combined in producing a theory that 
may be applicable to individual cases. We 
are inclined to agree with Javert; in our 
opinion, more than one factor is respon¬ 
sible for the pathogenesis of this lesion 
under different circumstances. 

Sampson’s theory of regurgitation of 
viable endometrial particles through a 
tube may explain the occurrence of the 
lesion in the pelvic organs but does not • 
explain its occurrence in extragenital lo¬ 
cations such as the umbilicus, mainly be¬ 
cause no direct communication exists be¬ 
tween the peritoneal cavity and the um¬ 
bilicus or other extrapelvic structures. 

The congenital theory, which has few 
adherents today, must nevertheless, in our 
opinion, be considered a possible etiologic 
factor in the production of endometriosis. 
This theory is based on the concept that 
the miillerian tubes, which are the fore¬ 
runners of the uterus in the embryo, join 
the urogenital segment. As the embryo 
develops, one portion of this segment 
forms the middle umbilical ligament or 
urachus, which extends from the bladder 
to the umbilicus. It is conceivable that the 
urachus, in its grovdh, may carry frag¬ 
ments of miillerian tissue to the umbilicus, 
where they may lodge and remain dor¬ 
mant until later in life, when they may 
become activated and undergo endome¬ 
trial differentiation. 

From a review of the literature one is 
impressed with the fact that greatest em- 
phasi.^ has been placed on the celomic 
theory as the important etiologic factor 


in the genesis of endometriosis of the um¬ 
bilicus. The theory is based on the assump¬ 
tion that the miillerian ducts develop from 
the invagination of the celomic epithelium 
and that remnants of this remain at the 
umbilicus and at a later age undergo en¬ 
dometrial changes. Although this is the 
most widely accepted theory today, these 
impressions are too speculative to war¬ 
rant serious consideration. 

There still remains a group of cases in 
which no anatomic relation exists betwen 
the primary site of origin of the lesion and 
its distant development; hence, another 
etiologic factor must be sought to explain 
the pathologic process in these cases. Per¬ 
haps the most plausible explanation for 
the development of endometriosis in ex¬ 
tragenital locations is dissemination of en¬ 
dometrial tissue through the blood stream. 
This concept presupposes that endometrial 
tissue may invade vascular channels and 
be swept by the blood stream to distant 
locations, where it may lodge and continue 
to grow. Such a hypothesis readily ex¬ 
plains the presence of endometriosis in 
the ai’m, thigh, axilla, hand, kidney pleura, 
lung, umbilicus, etc., where it has been 
known to occur. Sampson-* is credited with 
having first suggested the vascular route 
of endometrial spread, and he observed 
endometrial tissue growing into the 
venous blood vessels of the uterus. If we 
assume that the primitive, embryonic cell 
or the fully differentiated endometrial 
tissue possesses the power of invading 
blood vessels through which they may be 
carried to distant organs of the body, it 
is unnecessary to postulate cell rests of 
primitive tissue at the site of the lesion 
in order to explain these aberrant tissues. 

It has been generally stated that more 
than 3 per cent of the patients with en¬ 
dometriosis had associated endometrial 
carcinoma. Brighton and Templeton-’’ ex¬ 
pressed the opinion that, although en¬ 
dometriosis is not malignant, these 
growths have been known to recur and 
metastasize. Probably in certain instances 
endometriosis may be considered the 
pathologic connecting link between benign 
lesions on the one hand and carcinoma 
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Fig. 2.-EndometriaI glands with wide lumens, eontaining red blood eells and 
coagulated plasma. Stroma is very cellular. X 


on the other, but it is in the small propor¬ 
tion of cases in which endometriosis de¬ 
velops that carcinoma is likely to occur. 
The practical implication of this does not 
need stressing, for if one can identify 


endometriotic changes that are not yet 
carcinomatous but are likely to proceed 
in that direction, early removal of the 
lesion will save the patient from the 
terrors of cancer; this represents prophy- 
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lactic surgical intervention in the best 
:^ense of the words. 

In most cases of umbilical endometriosis 
smiplo local excision without supplemen- 
ar\ treatment is. in our opinion, ade¬ 


quate. All of our patients were so treated, 
with good results. The peritoneal cavity 
need not be opened when a simple um- 
bilectomy is done. The prognosis after 
excision of the lesion is generally good. 
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SUMMARY 

Three cases of umbilical endometriosis 
arc reported, toprether with a discussion 
of the pathojjenesis and treatment of this 
condition based on the authors’ experience 
and on other experiences reported in the 
literature. The condition is relatively fre¬ 
quent, and the question of its oriprin and 
mode of dissemination is still more or 
less controversial. 

RIASSUNTO 

Vengono riferiti 3 casi di endometriosi 
ombellicale e se ne discute la patogenesi 
e la cura, basate ll’esperienza dell’Autore 
e non su altre esperienze tratte dalla let- 
teratura. L’affezione e relativamcnte fre- 
quente e la questione della sua natiira e 
modo di diffusione e tuttora piii o meno 
controversa. 

RESUMEN 

Se comunican tres casos de endome¬ 
triosis umbilical, discutiendose la pato- 
genia y el tratamiento respectivos con- 
forme a la experiencia de los autores y la 
consignada en la literatura. El padeci- 
miento es relativamente frecuente, discu¬ 
tiendose todavia lo relative a su origen 
y modo de diseminacion. 

SUMARIO 

Tres casos de endometriose umbilical 
sao relatados, juntamente com uma dis- 
cussao da patogenia e tratamento desta 
condi^ao baseada na experiencia do autdr 


e em outras experiencias encontradas na 
literatura. A condigao e relativamente fre- 
quente e a questao de sua origem e modo 
de disseminagao e ainde mais ou menos 
controvertida. 

RESUME 

L’Auteur rapporte S cas d’endometrose 
ombelicale, discute la pathogenie et le 
traitement. II s’appuie sur son experience 
et celle des auti*es. Cette condition est 
frequente cependant il y a un litige quant 
a son origine et son mode de dissemina¬ 
tion. 

ZUSAMMENFASSUNG 

Es werden 3 Faelle von Nabelendo- 
metriose berichtet. Gleichzeitig werden 
die Pathogenese und Behandlung der 
Erkrankung auf Grund eigener und aus 
der Literatur gewonnener Erfahrungen 
eroertert. Die Erkrankung tritt verhaelt- 
nismaessig haenfig auf. Die Frage ihrer 
Entstehung und Ausbreitung ist noch 
mehr Oder weniger umstritten. 
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Changes in Terminology 

For reasons of policy and to clarify certain points of organization for our mem¬ 
bers abroad, all meetings of the International College of Surgeons, national and 
international, hitherto called Assemblies, will be designated as Congresses. Similarly, 
the term Section will be used instead of Chapter and the term Division instead of 
Section. These changes will go into effect witli the August issue of the Journal. 
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of Pulmonary Hydatid Cyst 
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T he experience with pulmonary echi¬ 
nococcus cyst on which this article 
is based includes material obtained 
from over 200 consecutive operative cases 
from the Surgical Clinic of the University 
of Rome during the last ten years. In Italy 
echinococcus cyst is rather widespread, 
and in cei'tain regions the incidence is 
particularly high. Antihygienic conditions 
during wartime spread the disease, and 
an increase in incidence was observed, 
especially of the pulmonary cyst. Im¬ 
proved technics of investigation, particu¬ 
larly in the field of roentgenology, have 
certainly favored the discovery of cysts 
that otherwise would have passed unob¬ 
served. Thoracic roentgenograms fre¬ 
quently reveal unsuspected echinococcus 
cysts. Our records include 29 such in¬ 
stances. 

Diagnosis. — Pathognomonic symptoms 
do not exist. The following clinical and 
pathologic signs were present in our 
series: pain, 37.5 per cent; dry, irritating 
cough with simple or fetid expectorations, 
36 per cent; dyspnea, 3 per cent; slight 
hemoptysis, 22.5 per cent (often this 
alarming symptom leads the patient to 
believe he is tubercular, and consequently 
he requests admittance to a sanatorium) ; 
.flight fever, 31.5 per cent, and wasting 
away (an isolated symptom), 3.5 per cent. 
Physical examination does not offer any 
particular data; the diagnosis is passed 
on roentgen examination integrated with 
tomographic study, which localizes the 
exactly. Laboratory investigations 
are of relative value as regards eosino- 
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philia and the Casoni and Ghedini biologic 
reaction (positive in 63 per cent of the 
cases). These tests support the diagnosis 
when the results are positive, but nega¬ 
tive results do not exclude the possibility 
that an echinococcus cyst is present.' 

Complications .—Chronic bronchitis and 
bronchopneumonia may be due to the 
presence of a cyst. Exudative, reactive 
pleuritis occurred in 6 per cent of the 
cases; empyema in 1.5 per cent; cystic 
suppuration in 12 per cent; vomicus due 
to cystic rupture in 12 per cent, with 
expulsion through the bronchi of the liquid 
portion and in some cases of the mem¬ 
brane also, bringing about spontaneous 
healing. _ : 

Therapy .—The therapy is essentially 
surgical. In comparison with expectations 
in the past, the possibilities of success 
have greatly increased and the mortality 
rate has been reduced to an insignificant 
percentage. These results are due pri¬ 
marily to modern anesthesia, with endo¬ 
tracheal intubation and control respira¬ 
tion, and to the introduction of anti¬ 
biotics and chemotherapy, which permit 
greater control of the infection. Increased 
physiopathologic knowledge of the chest, 
brought about, in great measure, by the 
direct observation of the surgeon and by 
control of the patient before, during and 
after the operation with transfusions, 
protein therapy, vitamins, etc., has 
brought about almost total disappearance 
of the postoperative complications of 
echinococcus cysts. Some of these compli¬ 
cations are shock, hemorrhage, pleural 
empyema, pleural infection, hypertensive 
pneumothorax, and subcutaneous and 
mediastinal emphysema. 

The surgical treatment of pulmonary 
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echinococcus cyst consists of (1) removal 
and (2) closure of the residual cavity. 
Between the first attempt to empty the 
cyst by puncture, as suggested by the 
Italian physician Baccelli, with the sub¬ 
sequent introduction of modifying sub¬ 
stances, and the methods now in use, 
various technics, which today have only 
historical interest, have been attempted. 

1. Method of the Prcavtibiotic Era .— 
Surgical marsupialization was employed. 
Fundamentally, in this operation, the cyst 
is removed, together with its walls, and 
the residual cavity is placed in communi¬ 
cation with the exterior, either (a) di¬ 
rectly or (b) indirectly by means of a 
drainage tube, thus allowing time to close 
the cavity. 

Marsupialization was usually done by 
myself before and during World War II. 
Thirty-eight patients were operated on in 
two stages. In the first stage, pleural ad¬ 
herence between the two membranes was 
obtained: then, in the second stage, a 
pneumotomy was performed, the cyst was 
removed, the residual cavity was packed 
with gauze and a rubber drainage tube 
was inserted. This method is decidedly 
old-fashioned. The postoperative course 
involved a long stay in the hospital (up 
to eight months) and there were fre¬ 
quent complications referable to the 
pleural cavity. One death resulted. 

Thirty-two patients were operated on 
in one stage, since pleural adhesions had 
occurred spontaneously. The results were 
better in that there were no deaths and 
no immediate or distant complications, 
and the average stay in the hospital was 
two months. Successively it was possible 
to perform a marsupialization in one 
stage, since the pleurae were not adherent. 
In 48 cases the procedure was thoraco¬ 
tomy, cystotomy, aspiration of the para¬ 
sites, introduction of a large Pezzer tube 
into the residual cavity, suturing of the 
lung around the Pezzer tube and anchor¬ 
age to the wall. Aspiration through the 
tube was done to favor suppression of the 
residual cavity. The immediate postoper¬ 
ative results were good; undesirable 
after-effects were almost entirely absent. 


BENDANDI: PULMONASY ECHINOCOCCUS CYST 

and the average period of hospitalization 
was forty-five days. Two deaths occurred 
in this series (1 due to embolus after the 
patient was already cured and the other 
due to narcosis). Today we reserve this 
operation for cysts complicated by infec¬ 
tion and for peripheral cysts not directly 
approachable when the patient’s general 
condition makes him a “bad risk.” 

Method of the Antibiotic Era .—In the 
44 most recent cases the procedure was 
as follows: 1. Narcosis with endotracheal 
intubation. Premedication with morphine 
and atropine; sodium pentothal; intuba¬ 
tion; curare, nitrous oxide; ether and 
oxygen. 

2. Localization of the cyst with two 
roentgenograms, one anteroposterior and 
the other laterolateral, to enable the sur¬ 
geon to locate on the skin the closest 
point of the cystic wall to the chest 
wall. The cyst always has a cortical 
pleural localization that may be costal, 
mediastinal, fissural or diaphragmatic. In 
the first case, the costal position, a 
thoracotomy is made so that the incision 
crosses the center of the cutaneous pi-ojec- 
tion. In the other cases an ample posterior 
lateral thoracotomy is performed if the 
cyst is posterior, and an anterior lateral 
thoracotomy is performed if the cyst is 
anterior. 

3. Intra-operative perfusion, control of 
the pulse, the blood pressure and the 
oxygen rate. 

4. Operation. The pleura is opened and 
the cyst located (a parietal cyst is whit¬ 
ish), and an aspirator is used to remove 
the liquid and the proligerous membrane. 
Partial exeresis of the pericyst is accom¬ 
plished. A simple expedient is as folloivs; 
Sterile water is injected into the residual 
cavity, and the anesthetist is asked to in¬ 
flate the lungs with air. The air bubbles, 
leaving the bronchi, permit the surgeon 
to obtain accurate individualization of the 
single bronchioles that open into the 
cavity, and to suture them with silk. The 
pericyst is gathered together and the pul¬ 
monary breach is closed with U-like 
stitches. Primary healing follows. This 
partial exeresis of the pericyst has been 
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employed in 44 cases, with closure by pri¬ 
mary healing. 

This technic is a modification by Prof. 
Paolucci of the Posada technic and was 
introduced for the first time by Allende 
and Langer and perfected by Velarde 
Perez Fontana, who employs total exeresis 
of the pericyst. All 44 patients treated by 
this method recovered. The success of the 
operation is conditioned by control of in¬ 
fection by preoperative, intra-operative 
and postoperative use of penicillin. Un¬ 
complicated, small and medium-sized cysts 
have been ideally treated by this method, 
and primary healing has taken place 
within ten to fifteen days. 

Exeretic operations, such as lobectomy, 
are less often indicated, because the 
echinococcus does not produce irreversible 
lesions of the pulmonary parenchyma ex¬ 
cept in a limited number of cases. Four 
lobectomies were performed, one for mul¬ 
tiple echinococcus cysts in the same lobe; 
another for an enormous cyst that almost 
destroyed the parenchyma of the entire 
lobe; a third for a cyst complicated by a 
chronic pericystic infection, and a fourth 
for infection of the pericystic cavity with 
surrounding bronchiectasia. The results 
were good in all 4 cases. 

In the case of an apical cyst that rup¬ 
tured into the bronchus, producing slight 
infection and sclerosis of the surrounding 
tissue, a typical apical exeresis was per¬ 
formed, with excellent results. 

In these series of 219 cases there were 
o deaths (1.5 per cent). 

SUMMARY 

On the basis of 219 operative cases ob¬ 
served in the surgical clinic of the Uni¬ 
versity of Rome, during the past ten years, 
the author discusses pulmonary echino¬ 
coccus cyst with regard to diagnosis, com- 
l>lication< and treatment, with a compar- 
i'on (if methods now used and those em- 
antibiotics were available. 

• •> ('.ea-ths (.(ccurred in the series. 

~V S 5.5; KN rASSU NG 

L'. V( n 219 oj)oraiiven an der 


chirurgischen Klinik der Universitaet 
Rom waehrend der letzten zehn Jahre 
beobachteten Faelle eroertert der Ver- 
fasser die Echinokokkuszyste der Lunge 
unter Beruecksichtigung der Diagnose, 
der Komplikationen und der Behandlung. 
Die gegenwaertig angewandten Methoden 
werden mit denen, die vor dem Bekannt- 
werden der Antibiotika ueblich waren, 
verglichen. In der Serie des Verfassers 
kamen nur drei Todesfaelle vor. 

sumArio 

Sobre o fundamento de 219 casos opera- 
torios observados na clinica cirrurgica da 
Universidade de Roma, durante os ultimos 
dez anos, o autor discute o cisto pulmonar 
por equinococus em relagao ao diagnostico, 
complicagoes e tratamento, comparando os 
metodos atualmente usados e aqueles 
empregados antes dos antibioticos. 
Somente 3 casos ocorreram na serie. 

RESUMEN 

Basandose en 219 casos operatorios, 
observados en la Clinica Quirurgica de la 
Universidad de Roma, se discute sobi-e 
diagnostico, complicaciones y tratamiento 
del quiste equinococo pulmonar, compa¬ 
rando los metodos usados ahora con los 
empleados antes de la utilizacion de los 
antibioticos. Solamente ocurrieron 3 falle- 
cimientos en la serie. 

RIASSUNTO 

In base all’osservazione di 219 casi di 
echinococcosi polmonare, operati nei pas- 
sati 10 anni nella Clinica Chirurgica dell’- 
Universita di Roma, I’Autore discute la 
diagnosi, le complicazioni e la terapia di 
tale stato patologico, paragonando i me- 
todi usati attualmente con quelli impiegati 
prima dell’era antibiotica. Nella serie 
studiata vi furono soltanto 3 morti. 

RESUME 

Se basant sur une experience de 219 cas 
traites a la clinique de chirurgie de 
rUniversite de Rome, durant ces dix 
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dernieres annees, Tauteur disciite du kyste 
pulmonaire a echinocoque, en insistant 
surtout sur le diagnostic, les complications 
et le traitement, en comparant aussi les 
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precedes utilises maintenant et autrefois 
avant I’avenement des antibiotiques. On 
ne rapporte que trois morts dans cette 
serie. 
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Extended Simple Mastectomy for Carcinoma 

of the Breast 

THOMAS C. CASE, M.D., F.I.C.S. 

NEW YORK 


D uring recent years all surgeons 
have been impressed by the increas¬ 
ing interest in the extension of rad¬ 
ical procedures for eradication of cancer of 
the breast. Emphasis has been placed on 
the extirpation of nodes, and radical pro¬ 
cedures have been extended to include dis¬ 
section of supraclavicular nodes and even 
mediastinal exploration. These efforts 
have been the result of the evolution of 
the belief that the employment of such 
extensive procedures would result in a 
cure. Needless mutilation is little less than 
criminal, whereas mutilation which would 
assure the patient of a cure might be 
justifiable even though the hazard were 
great. At present, however, no method is 
available that can guarantee a cure. 

Park and Lees, in their article on the 
absolute curability of carcinoma of the 
breast, reached (among others) two start¬ 
ling conclusions. These are (1) that the 
survival rate of cancer of the breast, five- 
year survival being regarded as an index, 
has not been shown to be affected at all 
by treatment, and that (2) the evidence 
suggests that treatment is ineffectual in 
reducing the incidence of death due to 
metastasis. 

It is fair to assume that the principal 
method of treatment in question was the 
one that is the procedure of choice in most 
clinics, namely, radical mastectomy. 

Although my experience and results 
with the less radical procedures are not 
of sufficient magnitude to warrant con¬ 
demnation of the radical approach, the 
results have been sufficiently gratifying 
to me and in reports from clinics here and 
abroad to lend some consideration and 
praise to the approach. 

McW hirter has aroused considerable in- 

V-I Hcaiion May 20. 1^*52. 


terest and no little controversy by rec¬ 
ommending simple mastectomy to be fol¬ 
lowed with roentgen therapy. His idea is 
that if the axilla is not involved there is 
no need for axillary dissection, and if the 
axillary nodes are involved, removal of 
this natural barrier, added to the opera¬ 
tive trauma, may well cause dissemination 
of cancer cells to distant sites. His views 
are so contrary to the teaching in the 
United States that everyone hesitates even 
to consider adoption of this course of 
treatment without further proof that it is 
the procedure of choice. His survival rates 
are, however, quite impressive. 

Orr introduced and used a procedure 
called the subradical mastectomy, in which 
the breast, the axillary contents and the 
pectoralis minor muscle are removed, the 
pectoralis major being left intact. His 
five-year and ten-year results were much 
better than those for patients treated with 
radical mastectomy was done. 

Bell, in reporting a group of 14 cases 
(Stage III) in which simple mastectomy 
plus postoperative roentgen therapy was 
employed, revealed that 21.4 per cent of 
the patients were living and well five years 
later, as compared with 16.6 per cent of 
patients treated by radical operation 
alone. He expressed the opinion that irra¬ 
diation was responsible for the larger per¬ 
centage of five-year survivals, and stated: 
“If a greater number of cases were rep¬ 
resented, this might point more towards 
comfirmation of McWhirter’s ideas.” 

Prudente (Brazil), in his review of the 
evolution of the treatment of cancer of the 
breast, recommended simple mastectomy 
with removal of the pectoralis fascia for 
tumors of Stage I and also advised the 
use of roentgen therapy to complement 
surgical treatment. 

Deaton and Bradshaw, in a recent re- 
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1, incisions. Use the one best adaptable for sccui'e closure. It includes the nipple and 
a minimal amount of skin. 2, breast removed completely. 3, extensive fascial excision 
and excision of all accessible axillary nodes. 


port of 84 patients with microscopically 
proved cancer of the breast, noted that 
of the patients treated by radical mastec¬ 
tomy (54) there was a five-year survival 
rate of 81.2 per cent for Stage I, 48.4 
per cent for Stage II, and 0 for Stage 
III; of course no tumors of Stage IV 
were treated by radical mastectomy. Of 
the 30 patients treated by simple mastec¬ 
tomy and postoperative irradiation the 
five-year survival rate was 91.6 per cent 


for Stage I, 77 per cent for Stage II and 
16.7 per cent for Stage III. These results 
indicate that the simpler procedure offers 
the better prognosis. 

It may be admitted that the series of 
cases reported is small, but until a larger 
.series of cases becomes available the 
cumulative data from such small series 
must suffice for temporary evaluation of 
the use of the simpler procedures and 
roentgen therapy. 
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The problem of cancer therapy must 
be divided into three phases: 1. First, the 
primary focus of the disease must be erad¬ 
icated. 2. The regional lymph node in¬ 
volvement must be estimated in each case, 
and when there is any significant prob¬ 
ability of involvement the nodes must be 
dealt with. 3. When the disease has become 
generalized, the problem passes beyond 
the possibility of complete surgical extir¬ 
pation by any of the methods in use at 
present. 

The rationale of surgical treatment of 
this disease and its spread is naturally 
based on knowledge of the pathwaj'^s for 
propagation of the lesion. While Handley’s 
theory of continuous lymphatic spread 
(permeation) to distant points in the or¬ 
ganism is in a way too dogmatic, since it 
disregards lymphatic embolism and venous 
propagation, it nevertheless placed the 
operative treatment of cancer of the 
breast on a rational, i.e., anatomic basis. 
It prepared the scientific foundation for 
the radical surgical therapy which was de¬ 
veloped previously by Halsted, on an em¬ 
piric basis. Halsted’s operation exemplified 
the fact that cancer can be cured even 
after it has spread from its primaiy focus 
to its regional axillary nodes, if the disease 
was limited to that point. 

The principal lymphatic drainage of the 
breast passes from its subareolar plexus 
to the pectoral, central and apical nodes 
of the axilla and from there, with or with¬ 
out interposition of supraclavicular nodes, 
into the thoracic duct on the left or the 
right lymphatic duct. But deviations from 
this basic arrangement frequently occur, 
consisting in short cuts which may by¬ 
pass one, two or even three of the relay 
stations mentioned. Therefore direct 
lymph drainage from the breast into the 
central apical or supraclavicular glands 
may occur. In the latter instance one has 
the clinical picture of involved supracla¬ 
vicular nodes without involvement of the 
axilla, a condition generally regarded as 
inoperable. 

Another clinically important point is 
the presence of lymphatic spread through 
aty]iical channels after blockage of the 


usual lymphatic pathways. This is exemp¬ 
lified by the occasional involvement of the 
inguinal lymph nodes in cancer of the 
breast. Of great practical importance are 
pathways from the medial half of the 
breast to the other breast, to the other 
axilla and to the internal mammary nodes 
and the mediastinal nodes. Spread to these 
locations usually precludes the possibility 
of surgical cure. The pleura and peri¬ 
toneum are within reach of direct lym¬ 
phatic involvement, the pleura by com¬ 
munications with the lymphatics of the 
pectoral and intercostal muscles, the peri¬ 
toneum by way of lymphatics from the in¬ 
ferior and medial segments of the breast 
that anastomose through the linea alba 
with subperitoneal lymph plexuses. 

Radical mastectomy with removal of 
the pectoralis major and minor muscles is 
predicated chiefiy on the presence of a 
direct lymphatic channel spread from the 
lesion on to the superior portions of the 
breast, to the apical nodes through the 
substance or along the deep surface of the 
muscles. From the rather brief descrip¬ 
tions of the complicated and varied lym¬ 
phatic spread of carcinoma of the breast 
it appears quite obvious that all lesions 
do not progress in one direction, and that 
with the most honest and aggressive 
radical approach one is never sure of com¬ 
plete eradication of the disease unless 
surgical treatment is employed when the 
disease process is in a very early stage 
and the pathologic tissue is limited to the 
breast. In such an early stage extensive 
radical procedures would not be indicated. 

It is generally accepted that surgical 
intervention is the only mode of treatment 
that offers any hope for cure of mammary 
carcinoma. The cases in which one can 
expect a cure by the surgical approach 
are those in which the lesion is limited to 
breast tissue (benign stage) and possibly 
those with early and little involvement of 
the axillary nodes. In such cases the 
simpler procedures are as efficacious as the 
more radical ones and involve less mutila¬ 
tion and morbidity. 

To quote Handley, “Unfortunately the 
microscopic growing edge of the carci- 
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noma is not clinically recognizable, and 
the surgeon cannot determine for each 
case as it comes before him how far the 
circle of fascial permeation has extended.” 
In view of the great variation in the rate 
of growth of breast cancer and the diffi¬ 
culty of judging the results, the doubt can¬ 
not be easily dispelled that extremely 
radical surgical measures may produce 
needless disability and suffering. 

Although it must be admitted that not 
enough time has elapsed and there are not 
sufficiently well controlled cases to justify 
definite conclusions, it is my opinion that 
the extended simple mastectomy should 
be employed in all cases of cancer of Stage 
I and Stage II and that if the general 
condition of the patient warrants any sur¬ 
gical intervention the procedure could be 
applied to patients with tumors in Stage 
III. The benefit of the simpler procedure 
in Stage III has been indicated by the 
reports of Bell. The decision to operate 
in cases of Stage III cancer is a matter 
of experience and judgment. No arbitrary 
set of rules can be set forth and adhered 
to; flexibility is a necessity. The justifica¬ 
tion for this lies in the fact that patients 
who were considered to have a hopeless 
prognosis have been operated on and 
thereafter have enjoyed many comfortable 
years of life. 

The operation (extended simple mastec¬ 
tomy) is performed with the intention of 
effecting a cure in the early stages and for 
palliation and possible cure in the more 
advanced stages. It consists of removal 
of the mammary gland with the lesion and 
the overlying skin, including the nipple 
and areola, an extensive area of pectoral 
fascia extending up into the axilla and all 
accessible axillary nodes. The axillary 
dissection is performed because carcinoma 
of the breast as a rule metastasizes into 
the base of the axilla, especially if the 
lesion is in an outer quadrant. Removal 
of the involved nodes may be beneficial 
for two reasons: (1) the disease may be 
limited to the nodes removed, and (2) 
in addition to the removal of the primary 
focus by simple mastectomy one may be 
removing a lesion in the involved nodes 


which might otherwise continue to act as 
a primary focus for further dissemination 
of the disease. 

The fascia overlying the pectoralis 
major, together with the surrounding 
fascia, is removed because of its intimate 
relation to the lymphatic system of both 
the breast and the axilla. Since there are 
no satisfactory clinical means of fixing the 
limit of fascial extension, the only safe 
rule is to remove a very wide area of the 
deep fascia; this is an innocuous proce¬ 
dure and would probably be beneficial. If 
the tumor is fixed to muscle, the muscle 
should be removed with the breast. Any 
surgical procedure beyond that, in my 
opinion, would be futile. 

Skin grafting should never be required 
if only the necessary amount of skin is re¬ 
moved. The work of Handley and the re¬ 
ports of Rodman have clearly demon¬ 
strated that removal of large areas of 
skin is not indicated and that the recur¬ 
rence rate is not increased with the re¬ 
moval of only the necessary amount of 
skin. 

One of the many objections to the use 
of any procedure other than radical oper¬ 
ation has been the point that one cuts 
across or through cancerous tissue, there¬ 
by causing dissemination of cancer cells. 
This appears to be a fallacy. When one 
considers the lymphatic spread of carci¬ 
noma of the breast and the fact that the 
microscopic growing edge of the disease 
is not clinically recognizable, it is difficult 
to conceive how any surgeon can deter¬ 
mine the precise extent of surgical 
therapy in order to avoid cutting through 
any area that is not contaminated at least 
by invasion of the lymphatic vessels. The 
only type of lesion with which one can be 
sure of not cutting across contaminated 
tissue is the very early Stage I lesion, and 
in such a case, if the tumor is a true 
localized curable carcinoma, the simple 
surgical procedure with adequate post¬ 
operative irradiation is sufficient therapy. 

Surgeons are aware of the fact that 
several factors influence the prognosis—• 
the age of the patient, the location of the 
tumor and the histopathologic picture. The 
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postoperative mortalitj’’ and moi'bidity 
rates, however, are definitelj'^ decreased as 
a result of these simple procedures. There 
is less mutilation and deformity of the 
part, as well as less edema and limitation 
of motion of the extremities. The oper¬ 
ative wound heals more quickly, and 
roentgen therapy can accordingly be ap¬ 
plied without delay. 

As I have stated, the advance of sur¬ 
gical therapy in the treatment of this dis¬ 
ease may have reached its limits, and fur¬ 
ther progress will depend on the discovery 
of undetermined etiologic factors. In the 
meantime, the human values involved 
must not be neglected. 

SUMMARY 

The author discusses and recommends 
a technic of simple extended mastectomy 
for carcinoma of the breast which, in his 
opinion, offers improved results and de¬ 
crease of the morbidity and mortality 
rates, with less mutilation and quicker 
healing than are often consequent on other 
procedures. 

ZUSAMMENFASSUNG 

Der Verfasser eroertert und empfiehlt 
cine Technik der einfachen ausgedehnten 
Brustdruesenaniputation beim Karzinom. 
Nach seiner Meinung zeitigt diese Tech¬ 
nik im Vergleich mit anderen Verfahren 
be.‘isere Ergebnisse sowie ein Absinken der 
Morbiditaets - und Sterblichkeitsziffern 
bei gleichzeitiger Verminderung der Ver- 
sluemmelung und Beschleunigung des 
Heilvorgangs. 

RIASSUNTO 

L’Autore discute e reccomanda una tec- 
nica di ma.^tectomia .«emplice allargata per 
carcinoma della mammella, tecnica che— 
nella upinione dell’Autore—offre risultati 
Tnigliori e una dimimizione delle quote di 
uiorudita e morbilita. con piu limitata 
•LU.:;azir,!ie e piu rapida guarigione ris- 
r-*-'- ad a.ltri metodi. 


RESUMEN 

Se discute y recomienda una tecnica 
simple de mastectomia extensa para el 
carcinoma mamario. En opinion del autor 
ofrece resultados mejores y disminucion 
de los indices de moi'bilidad y mortalidad, 
menor mutilacion y curacion mas rapida 
que con otros procedimientos. 


RESUMk 

L'Auteur discute et recommande un 
precede simple de mastectomie pour can¬ 
cer du sein qui, d’apres lui, offre des 
avantages d’amelioration, de diminution 
de la morbidite et de la mortalite; precede 
moins mutilant et guerissant plus rapide- 
ment que les autres de pratique courante. 

SU MARIO 

0 autor discute e recomenda a tecnica 
de mastectomia siiples extensa para carci¬ 
noma da mama, a qual, em sua opiniao, 
oferece resultados melhores e diminue a 
taxa de morbilidade e de mortalidade, com 
menos mutilagao e mais rapida cicatri- 
zagao do que outros processes. 
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Surgical Experience with Brain Abscesses and 
Cysts Caused by Paragonimus Westermanni 

DENNOSUKE JINNAI, M.D., F.I.C.S.,* 

AVITH THE ASSISTANCE OF 
SIMPEI YAMANE and TERU SATOO 
OKAYAMA, JAPAN 


C YSTICERCUS cellulosae hominus, 
Taenia echinococcus, Trichina spi¬ 
ralis, Schistosoma japonicum, Para¬ 
gonimus Avestermanni, etc. have been re¬ 
ported in the literatures as parasites ex¬ 
isting in the brain. 

Paragonimus AA^estermanni (Kerbert, 
1878) is found in South America and 
Africa, but is most frequently observed 
in the Orient. Its presence in the brain 
Avas first discovered in 1887 by Ootani 
of Japan. Since that time more than 30 
cases have been reported in Japan, the 
infestation having been discovered chiefly 
at autopsy. Recently I have observed 6 
successive cases of this disease, in 3 of 
AA'hich it was recognized by craniotomy 
and successfully treated. An account of 
these 6 cases is here presented. 

REPORT OF CASES 

Case 1.—A boy aged 14 had shown, for 
about nine months, occasional twitching of 
the right corner of the mouth at night, after 
which hypesthesia of the right arm and leg 
was noticed. For about three months he had 
had repeated generalized convulsions. No 
other abnormalities were I'evealed on physical 
examination, but the pressure of the cere¬ 
brospinal fluid was 250 mm. of water in the 
lateral position, and displacement of the ven¬ 
tricles to the right (Fig. lA) was observed 
on pneumoventriculographic study. The pres¬ 
ence of a brain tumor in the left frontal lobe 
was suspected, and craniotomy was done. 

The skull was thin, the dura considerably 
swollen, and the gyri flat and edematous. The 
dilatation of the vessels was not remarkable. 

1 n'f.'vo,. ,,f Sur,r.‘r>'. Okuyania University. 

VniA’rTiiy.^''"''''’' Medical School, 

for puUieation Nov, 10. 1951. 


Two encapsulated, intercommunicating ab¬ 
scesses (Fig. IB) were observed within the 
white matter, 0.4 cm. subcortically, one the 
size of a hen’s egg, the other of a dove’s egg. 
These were extirpated. The combined weight 
was 34 Gm. The surface was smooth and grey, 
the wall 0.2 to 0.5 cm. thick, the contents 
dirty, dark olive thick pus. In this pus and 
wall tissue many ova of P. westermanni 
were recognized by microscope. The wall 
tissue was histologically divided into about 
three layers (Fig. 2) ; the internal layer Avas 
either hyaloid, nonstructural or necrotic, with, 
a fine fibrinous network, and here and there 
ova of P. westermanni surrounded by an in¬ 
filtration of many leukocytes. The medial 
layer showed increased connective tissue, the 
external layer cellular infiltration. The post¬ 
operative course was good. There were no 
sequelae, and on the thirty-third day the pa¬ 
tient was discharged. 

Case 2.—A boy aged 8 had had' occasional 
convulsive seizures of the left half of the 
body for about a year. About a month 
prior to consultation, weakness was noticed 
on the left side, including the face, and 
disturbance of gait. The boy occasionally 
complained of nausea, vomiting, tinnitus and 
dizziness. He was almost unable to move the 
left half of his body, including the left half 
of the face. Evidence of beginning optic 
neuritis was observed in the eyeground, but 
there were no special abnormalities in the 
other organs. The pressure of cerebrospinal 
fluid in the lateral position was 330 mm. of 
water. The globulin reactions were weakly 
positive, and the number of cells 21/3. Marked 
eosinophilia (80 per cent eosinophils) Avas 
noted; a pneumoventriculogram showed a dis¬ 
tinct hydrocephalus (Fig. 3). The outer mar¬ 
gin of the posterior horn of the right ven¬ 
tricle shoAved a shadoAV defect, and a dis¬ 
placement of the third ventricle Avas obseiwed 
to the left. The presence of a tumor in the 
right temporal and occipital lobe was sus- 
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1.— displacement of the ventricles to the right (Case I). B, two com¬ 
municating abscesses (Case 1). 


pected, and craniotomy of that region was 
carried out. The skull was very thin and the 
dura excessively swollen with adhesions to 
the arachnoidea in various places. The gyi'I 
were flattened and felt hard. On incision 
through the cortex an abscess was noted, with 
a capsule and containing deep yellow pus. 
On attempt to extirpate it together with its 
capsule, there appeared one after another a 
total of seven interconnected daughter ab¬ 
scesses the size of a thumb tip (Fig. 4A). 

Their total weight was 60 Gm. They had 
occupied almost the whole of the occipital 
lobe. The pus and capsule wall were his¬ 
tologically similar to those observed in the 
first case many ova of P. westerraanni were 
present. After the operation cardiac weak¬ 
ness and nephritis set in, causing grave con¬ 
cern on a number of occasions, but suitable 
management with cardiotonics and restora¬ 
tives and continuous drainage by puncture 
of the lateral ventricle for fifteen days saw 
the patient through his danger. 

The paresis of the left arm and leg grad¬ 
ually recovered with physical treatment, etc. 
Dysopia and other psychic functions were not 
affected. The patient left joyfully two and 
a half months after the operation. In the two 
yeai’S that have elapsed since, he has been 


going to school by himself daily and making 
a good record. 

Case 3.—A boy aged 13 had had occasional 
generalized convulsive seizures for four years. 
About one year before he was referred, blood¬ 
stained sputum had been noticed. 

Examination revealed right homonymous 
hemianopia, and ova of P. westermanni were 
detected in the sputum. The cerebrospinal 
fluid pressure was 120 mm. of water with the 
patient in the lateral position. The globulin 
reactions were weakly positive. No other ab¬ 
normalities were apparent. Pneumoventriculo¬ 
grams showed a defect of the posterior horn 
of the left lateral ventricle. At craniotomy of 
the left occipital region a hard tumor was 
observed, measuring 0.7 subcortically. The 
greater portion of an area of rosary-shaped, 
connecting cicatricial tissue, occupying almost 
the whole of the occipital lobe was removed. 
Figure 4B shows the specimen, the total 
weight of which was 15.5 Gm. There was 
typical granuloma formation by P. wester¬ 
manni, and the specimen included a cyst the 
size of a little fingertip. Many P. westermanni 
ova were seen. The patient had a good post¬ 
operative course with complete disappearance 
of the general seizures, and was discharged. 

In all of the 3 cases here reported the 
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Fig. 2.—Histologic specimen of cyst wall (Case 
1). I, internal necrotic layer with ova (o) ; M, 
medial layer of connective tissue; E, external 
layer of cellular infiltration. 


diagnosis was confirmed by extirpation 
and the patient completely cured. 

Case 4.—A girl aged 4 had occasionally 
complained of vomiting and of orbital and 
nuchal pain for about two months. The eye- 
grounds showed beginning optic neuritis. The 
border of the left papilla w'as unclear. The 
pressure of cerebrospinal fluid with the child 
in the sitting position ivas 270 mm. of ivater. 
There was so-called xanthochromia, slightly 
viscous. The globulin reaction ivas positive, 
with marked pleocytosis and eosinophilia (73 
per cent eosinophils). Figure 5 shows the 
numerous eosinophilic cells. A pneumoence¬ 
phalogram was attempted, but no air entered 
the ventricles. The patient died. At autopsy 
enlargement of the lateral and the third ven¬ 
tricles was observed, as well as a globular 
cyst, the size of a sparrow's egg, with a soft, 
brittle wall (Fig. 6.4). The cyst was located 
in the posterior half of the fourth ventricle, in 
the midline. The foramen of ^lagendie ivas 
obstructed. In the pus, which was similar to 
that previously described, many ova were 
present. 

Case 5.—A boy aged 9 had had occasional 
sudden attacks of headache and vomiting for 
about throe years, and for about two years 
occ.-isional high fever and general convulsive 
seizures. About a month before he was 
bru..”}'.t for examination lie had suddenly lost 


his sight. Lately, there had been weakness 
and hjspesthesia on the left half of the body, 
and general seizures had become more fre¬ 
quent. There was papilledema of both eye- 
grounds. The cerebrospinal fluid showed a 
positive globulin reaction, with marked pleo¬ 
cytosis and an eosinophil count of 45 per cent. 
A pneumoventriculogram was taken. The right 
lateral ventricle was not visualized, but there 
Avas a defect of the under horn in the left 
lateral ventricle. The patient died. At autopsy 
a cyst the size of a very large hen’s egg ivas 
observed in the right temporal lobe, as shown 
in Fig. 65. Its contents were comparatively 
clear and colorless, and in the histologic speci¬ 
men ova were demonstrated in the cyst wall. 

Ill cases 4 and 5, ova of the parasite 
Avere clearly demonstrated in the brain, 
but the patients unfortunately died. 

Case 6.—A man aged 25 had had occasional 
general seizures and compulsion ideas for 
about three years. He also discharged sputum 
in Avhich OAm of P. Avestermanni were present. 
At craniotomy of the frontal region there 
AA'as diffuse hardening of the cortex, appar¬ 
ently gliosis, but no tumor or abscess Avas 
detectable. A biopsy specimen showed the his¬ 
tologic picture of gliosis. Though no actual 
eAudence Avas found in this case, it satisfies 
the diagnostic criteria to be presented, and 
a diagnosis of paragonimiasis of the brain Avas 
deemed appropriate. 

Autopsy Statistics 

No. of Patients 

.28 

. 6 

No. of Patients 

. 10 

. 10 

. 8 

. 3 

. 3 

No. of Patients 

. 9 

. 4 

. 3 

. 1 

. 3 

No. of Patients 

. 8 

. IG 

. 9 

No. of Patients 

.12 

. 17 

. 14 

. 9 

. 5 

. IG 


Sex 

Male . 

Female . 

Age in Years 

1-9. 

10-19 . 

20-29 . 

30-39 . 

40-59 . 

Course from 
Onset to Death 
Less than 1 ... 

2 ... 

3 . . 

4 . .. 

About 10 ... 
Hemisphere 
Affected 

Eight . 

Loft . 

Both . 

Region 

Affected 

Frontal lobe .... 
Temporal lobe .. 
Occipital lobe ... 
Parietal lobe .... 

Base . 

Two foci or more 
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Fig. 4.— A, seven communicating abscesses (Case 2); Node. B, granuloma (Case 3), 


is tenacious, gelatinous bloody sputum 
from the lung. In 9 of our collection of 
34 cases, no lesions due to P. westermanni 
were demonstrable in the lungs or other 
organs. In only 2 cases (Case 3 and Case 
6) were ova demonstrated in the sputum. 
Accordingly, one cannot generally depend 
upon this. 

2. An increase of eosinophils in the 
cerebrospinal fluid is an important diag¬ 
nostic basis for infestation by parasites in 
the central nervous system. This too, how¬ 
ever, is difficult to detect; of 6 of our own 
cases it was recognized in only 3. As the 
appended table of statistics shows, P. west¬ 
ermanni tends strongly to infest the brain 
of the male child; accordingly, the signs 
and symptoms are of various kinds— 
brain tumor, encephalomalacia, cerebral 
bleeding, brain embolism, brain syphilis, 
epilepsy, athetosis, chorea, meningitis, 
etc., though a picture thought to be that 
of brain tumor or jacksonian epilepsy 
v.is most frequent. In 4 of the 6 cases 


reported here the patients had jackson¬ 
ian seizures. Epileptic seizures, severe 
headaches, vomiting, sudden visual dis¬ 
turbances, etc., as well as sudden varia¬ 
tion in these symptoms, should be taken 
into consideration. Sudden symptoms may 
be due to hemorrhages caused by the 
breaking down of a softening focus; espe¬ 
cially, there are many autopsy reports 
of bleeding into the cerebral ventricles. 
In cases of pulmonary infestation^ many 
years may pass without marked disturb¬ 
ance, but once signs of cerebral infesta¬ 
tion appear it seems that death occurs 
within three years. Many patients died 
before a definite diagnosis was made, and 
the condition was discovered for the first 
time at autopsy. 

Treatment. — Stibnal, emetine hydro¬ 
chloride, etc., have been employed con¬ 
servatively, but none of them has any re¬ 
liable effect. The disease requires accurate 
diagnosis and adequate surgical manage¬ 
ment. The ideal method is to extirpate 
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the entire cyst 'when the capsule has been 
completed. It is difficult to judge the 
proper time, but one is safe in assuming 
that formation of the capsule has been 
completed if epileptic attacks occur and 
papilledema is present. 

This disease differs from the usual 
cerebral abscess in that there is the dan¬ 
ger of death due to hemorrhage even 
though capsule formation is not complete. 
And again, autop.sy after deaths due to 
bleeding has proved in many cases that 
bleeding occurred before completion of 
the capsule. Therefore, an operation 
should be performed as soon as a diag¬ 
nosis has been made. Of course, total 
extirpation is difficult at this stage, so it 
is suggested that incision and drainage 
be performed. Puncture will not suffice to 
e.xtract the imago when and if it exists 
in the abscess, and it is most important 
that the imago be removed in order to 
effect a radical cure. 

In such abscesses there is usually no 
infection due to pyogenic organisms. 
There is no fear, therefore, of meningitis 
as a complication, and, as cerebral edema 
is slight, incision and drainage are easily 
performed. 

SUMMARY 

1. Six cases of a rare disease, cerebral 
infestation by Paragonimus westermanni, 
are reported. Three of the patients were 
completely cured by operation. As yet 
there have been no reports of cases of this 
disease confirmed at operation and cured 
by extirpation of the lesion, and very few 
reports of diagnosis on accurate grounds 
before autops.v. 

2. In regions where Paragonimus west¬ 
ermanni infestation is prevalent, one 
often encounters patients (especially chil¬ 
dren) with conditions diagnosed as brain 
tumor and terminating without discovery 
of the true nature of the trouble. Not a 
few of these patients have paragonimiasis 
of the brain. 

3. When the diagnosis of cerebral 
paragonimiasis has been made, an ex¬ 
tremely careful surgical intervention is 
indicated. 
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Fig. 5 (Case 4).—Eosinophilia in cerebrospinal 
fluid. 


37 



JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


JULY. 1952 



Fig. 6.— A, abscess (Case 4). B, large cyst in right temporal lobe (Case 5). 



RESUME 

1. L’Auteur rapporte six cas d’une 
maladie rare. Une infestation cerebrale 
par le “Westermanni Paragonimus”. Trois 
patients furent gueris par Toperation. 
Jusqu’ici, il n’y a pas de cas rapportes 
operes et gueris par extirpation de la 
lesion. Encore moins furent diagnostiques 
avant la necropsie. 

2. Dans les contrees ou le Wester- 
manni-Paragonimus existe, chez les pa¬ 
tients (surtout les enfants) souffrant de 
cette condition niorbide qui n’est pas diag- 
nostiquee pre-operativenient. il existe 
plusieurs cas qui sont diagnostiques 
comme tumeur du cerveau et dont le diag¬ 
nostic final n’est jamais precise. 

RIASSUNTO 

^1- \ engono riferiti 6 casi di una malat- 
tia rara: I’infestazione cerebrale da Para¬ 
gonimus Westermann. Tre malati furono 
guanti con I'intervento. Fino ad ora non 


esistevano casi noti di tale malattia con- 
fermati all’intervento e curati chirurgica- 
mente con la asportazione delle lesioni, e 
ben pochi erano i casi in cuit la diagnosi 
era stata fatta su basi solide prima dell’- 
autopsia. 

2. Nelle region! in cui e frequente la 
infestazione da Paragonimus Westermann, 
vi sono non pochi casi di paragonimiasi 
cerebrale fra i pazienti (specie bambini); 
in tali casi, il piu spesso, si fa diagnosi di 
tumore cerebrale e i pazienti muoiono sen- 
za che la malattia vera venga mai rico- 
nosciuta. 

ZUSAMMENFASSUNG 

1. Es werden 6 Faelle einer seltenen 
Erkrankung, naemlich des Eindringens 
von Paragonimus westermanni ins Gehirn, 
berichtet. Drei der Kranken wurden durcli 
Operation voellig geheilt. Bisher liegen 
keinerlei Berichte ueber derartige Krank- 
heitsfaelle, die durch Operation bestaetigt 
und geheilt wurden, vor, und es gibt nur 
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■\venige Berichte ueber vor der Autopsie 
auf zuverlaessiger Basis gestellte Dia- 
gnosen. 

2. In Gegenden, wo Paragonimus west- 
ermanni-Infektionen haeufig vorkommen, 
findet man nicht wenige Faelle von Para- 
gonimus-Invasion des Gehirns bei Kran- 
ken, besonders Kindern, die als Hirntu- 
moren diagnostiziert wurden und ohne 
Erkennung der wahren Natur des Leidens 
starben. 

RESUMEN 

1. Se comunican seis casos de una en- 
fermedad rara, infeccidn cerebral por 
paragonimus westermanni. Tres de los 
pacientes se curaron completamente con 
la operacion. Hasta ahora no se ban hecho 
comunicaciones sobre casos de esta en- 
fermadad confirmados a la operacion y 
curados por la extirpacion de la lesion, 
habiendose mecho muy pocas comunica¬ 
ciones sobre diagnostico antes de la 
aiitopsia. 

2. En regiones donde prevalece la in- 
fecci6n por paragonimus westermanni, 
entre pacientes (especialmente ninos) con 
estados diagnosticados como tumor cere¬ 
bral y terminando sin el descubrimiento 
definitive de su verdadera naturaleza, no 
existen unos cuantos casos de paragono- 
miasis cerebral. 
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SUMARIO 


1. Seis casos de uma rara doenga, in- 
festagao cerebral pelo Paragonimus Wes¬ 
termanni sao relatados. Tres dos pacientes 
foram completamente curados pela oper- 
agao. Ate hoje nao houve nenhuma 
apresentagao de casos desta doenga con¬ 
firmados na operaoao e curados pela 
extirpagao da lesao e muito poncos re- 
lacionados em acurado diagnostico antes 
da autopsa. 

2. Em regioes onde a Paragonimus 
Westermanni e predominante nas in- 
festagoes, entre os pacientes (expec.'al- 
mente criangas) com condigoes diagnos- 
ticadas como tumor cerebral e terminando 
sem definita descoberta da verdadeira 
causa, Nao poucos serao os casos de 
paragoniase do cerebro, com certeza. 
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Coronary Arteriography in the Intact Animal 

FELIX PEARL, M.D., F.A.C.S., F.I.C.S. 

SAN FRANCISCO 


F or the past four years my associates 
and I have been engaged in an ex¬ 
perimental project tVjiich has as its 
goal the production of chronic coronary 
occlusion in dogs. It was hoped that a 
preparation could be found which would 
more closely simulate coronary disease as 
it occurs in man and upon which various 
types of experimental surgical procedures 
could be instituted. The methods used 
consisted mostly in the application of 
fibrosis-producing substances around the 
isolated main branches of the coronary 
arteries. The excised hearts were ex¬ 
amined two to thii'teen months after the 
operation to determine the incidence and 
extent of chronic constriction of the cor¬ 
onary artery; but measurement with 
probes, roentgenograms of the injected 
specimens, and microscopic examination 
were all unsatisfactory. It became ap¬ 
parent that the desired information could 
be obtained only by visualization of the 
arteries of the living animal. 

Previously, Radner had obtained light 
shadows of the coronary arteries in dogs 
by direct percutaneous injection of the 
upper thoracic portion of the aorta 
through the sternum, and attempted the 
same method in 5 human beings, obtain¬ 
ing faint coronary shadows, but the meth¬ 
od proved unsatisfactory. Hoyos and del 
Campo obtained faint shadows of the cor¬ 
onary artery in man by a direct injection 
through the left second interspace. Gross- 
man demonstrated the coronary arteries 
in 5 dogs by using a wax catheter inserted 
into the aorta through the common carotid 
artery: large quantities of diodrast were 
nsod in many attempts on the same ani¬ 
mal to obtain visualization, and 4 of the 
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animals died as a result. The carotid 
artery was ligated. More recently, Radner 
secured light shadows of the coronary 
arteries in man by injecting a I'adiopaque 
solution through a catheter inserted 
through the radial artery to the aortic 
sinus. Jonsson, using the catheter method 
for thoracic arteriographic procedures, 
noted visualization of the coronary ar¬ 
teries in 5 patients as an incidental ob¬ 
servation. The main disadvantages of these 
methods were: 1. Demonstration of the 
coronary arterial tree was not accom¬ 
plished precisely and regularly. 2. The 
coronary shadows were light and often 
incomplete. 3. Large quantities of radio¬ 
paque medium were used. 4. The visuali¬ 
zation obtained was unnecessarily wide¬ 
spread and nonselective. 

We decided that the catheter method 
was the most promising. With the ordi¬ 
nary cardiac catheters, the walls were too 
thick and the lumen too small for our 
purpose. I therefore developed a special 
woven nylon radiopaque catheter with a 
small outside diameter, a thin wall, and 
a comparatively large lumen which can 
be inserted into a peripheral artery and 
passed to any portion of the proximal 
aorta or the left ventricle under flouro- 
scopic control. Through this catheter 5 
to 6 cc. of radiopaque liquid per second 
can be injected against the force of the 
arterial pressure by manual syringe pres¬ 
sure alone. The outside diameter (2.5 
mm.) is small enough to permit restora¬ 
tion by suture of the artery of insertion 
when the catheter is withdrawn. By pass¬ 
ing this catheter through the femoral or 
carotid artery of dogs to the aortic sinus, 
and by simple manual pressui’e on a 
syringe, we were regularly successful in 
obtaining clear-cut, contrasting coronary 
arteriograms with only 4 cc. of 70 per 
cent diodi'ast. Great care was exercised 
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that the roentgen expo.sure he made at 
the proper moment, since the solution re¬ 
mains in the coronary arteries only an 
instant. A trained team is a necessity. 
During the passage' of the catheter and 
at all times when the diodrast was not 
being injected, the catheter was kept free 
by a slow infusion of heparinized physio¬ 
logic solution of sodium chloride at a pres¬ 
sure between systolic and diastolic. Elec¬ 
trocardiograms taken during placement of 
the catheter and during and after injec¬ 
tion of the dye showed no abnormality. 

Two factors in the manual method 
caused us to seek further improvements: 
1. The syringe broke on two occasions, 
inflicting wounds on the resident’s hands 
which could have been serious. 2. Any 
change in the personnel of the team was 
at first always associated with failure, 
owing to imperfect temporal relations be¬ 
tween injection and roentgen exposure. 
Dr. L. Rosenman and I therefore developed 
a pressure apparatus which was modified 
from the instruments previously described 
by Farinas and by Doss. It consists of a 
pressure chamber which activates a pis¬ 
ton attached to a syringe. The pressure 
is furnished by compressed nitrogen in 
a portable tank. The gas passes through 
two sets of reducing valves, one going to 
the pressure chamber and the other to 
a system that delivers heparinized physi¬ 
ologic solution of sodium chloride through 
the catheter at low pressure. As the 
plunger decends into the barrel of the 
syringe, it automatically trips an adjust¬ 
able microswitch mounted on the shell of 
the instrument and energizes the roentgen 
tube for taking roentgenograms. A three- 
way valve at the outlet of the syringe al¬ 
lows either diodrast or physiologic saline 
solution to flow at their respective pres¬ 
sures. A full description of the instrument 
is in press. By means of this apparatus, a 
measured amount of contrast medium may 
be injected at a specified pressure, over a 
certain unit of time, and the roentgeno¬ 
grams taken automatically at any point 
during the injection of the fluid. The spe¬ 
cial catheter can transmit from 10 to 12 



Fig. 1.—Dog. Intact chest, lateral projection, left 
side down. Special catheter inserted to the aortic 
sinus through the surgically exposed carotid 
artery. Four cc. of 70 per cent diodrast injected 
through the catheter by manual syringe pressure. 
Note the left anterior descending, the left circum¬ 
flex, and the right coronary arteries, separately 
visible. Compare this with the lateral projection 
in Figure 2, which is taken with the right side 
down. (Courtesy of Grune and Stratton, Inc.) 

cc. of diodrast per second at SO to 45 
pounds of pressure per square inch. Good 
routine coronary arteriograms are obtain¬ 
able by this method. The instrument is 
also applicable to any type of angiogram 
with catheter or needie. 

The ability to obtain satisfactory cor¬ 
onary arteriograms has important impli¬ 
cations in cardiovascular research. It has 
potentialities also in the diagnosis and 
possible treatment of coronary artery dis¬ 
ease in man. 

Author'a Note: The author expresses his appreciation to 
Drs Meyer Friedman, Norman Gray, Bruce Friedman and 
Leonard Roseman, and to Mr. Charles Calvert, for their 
assistance in this project. , 

RtSVMt 

Depuis les quatre dernieres annees mes 
assistants et moi-meme sommes occupes 
a reproduire la thrombose coronaire chron- 
ique chez les chiens. Nous esperons-trouver 
un produit qui pourrait produir « n- 
tomes retrouves chez I’humai 
des procedfe chirurgicau 
Nos precedes consistaien 
de la sclerose autour des 
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des arteres coronaires isolees. Les coeurs 
etaient examines de deux a treize mois 
apres I’operation afin de determ ner la 
frequence et le degre de constriction 
chronique de I’ai'tere coronaire; cependant 
le calibrage a I’aide de stylets, les arteri¬ 
ographies et I'etude histologique des precis 
n’etaient pas satisfaisants. De toute evi¬ 
dence, il fallait examiner I’animal vivant. 

Auparavant, Radner avait reussi a 
I’aide d’injection a travers la peau dans 
la portion superieure de I’aorte thoracique 
il obtenir des ombres; il a repete le meme 
precede chez cinq humains; cependant ses 
resultats n’etaient pas satisfaisants. Hoyos 
et Del Campo ont aussi obtenu des ombres 
legeres en injectant I’artere coronaire de 
I’homme en passant par le 2e espace inter- 
co.stal gauche. Grossman a pu visualiser 
les arteres coronaires de cinq chiens en 
introduisant un catheter de cire dans 
I’aorte en passant par la carotide; des 
quantites considerables de diodrast ont 
ete injectees afin de rendre ces arteres 
visibles, mais quatre des animaux en 
moururent. La carotide ut aussi liga- 
turee. Recemment, Radner a reussi a 
avoir des images de I’artere coronaire de 
I’homme en injectant une substance radio¬ 
paque il travers un catheter introduit dans 
rarlere radiale jusqu’au sinus aortique. 
Johnson, se servant de la methode du 
catheter pour I’aortographie thoi’acique 
obtint une image des arteres coronaires 
chez cinq de ses patients. Les principaux 
inconvenients de ces precedes sont: 1. 
Une demonstration de I’arbre des arteres 
coronaires n’etait pas accomplie avec 
precision; 2. que I’image de I’arborisation 
e.'^t floue et insuflisante; 3. il faut se ser- 
vir d’unctrop grande quantite de substance 
radiopaque: 4. I’image obtenue etant trop 
et endue et pas assez elective. 

Nous en sommes venus ii la conclusion 
que ce precede du catheter etait le plus 
favorable Puisque le catheter cardiaque 
(U'dinaire etait trop epais et sa lumiere 
tro]) jH-tite. j’ai alors imagine un catheter 
dc nylon si>ccial radiopaque il paroi mince 
nuiis avec lumiere plutotlarge, que je 
I' nivais introduire dans une artere periph- 
•! iquo jMuir me rendre ii n’importe quelle 


section de I’aorte proximale ou du ventri- 
cule gauche souscontrole du fluoroscope. 
Dans ce catheter, j’ai injecte 5 a 6 cc de 
liquide radiopaque par seconde a I’aide 
d'une seringue par une simple pression 
manuelle, plus elevee que la pression ar- 
terielle. Le diametre exterieur (2.5 mm) 
permet de suturer Tartere une fois le ca¬ 
theter enleve. En introduisant ce catheter 
a travers la femorale ou la carotide des 
chiens jusqu’au sinus aortique et par sim¬ 
ple pression manuelle nous avons obtenu 
a chaque fois d’excellents resultats en in¬ 
jectant seulement 4cc d’une solution de 
diodrast a 70%. Il faut s’evertuer a 
prendre les cliches au bon moment puisque 
le colorant se trouve que quelques instants 
dans les coronaires. Il faut du travail 
d’equipe. Durant le temps d’introduction 
du catheter et quand le diodrast n’est pas 
injecte, le catheter doit etre tenu libre 
par I’injection, lente d’une solution physi- 
oligique heparinisee de chlorure de sodium 
a pression entre la pression systolique et 
diastolique. Durant I’introduction du cath¬ 
eter avant et apres I’injection du colorant 
les electrocardiogrammes faits ont ete 
normaux. 

Deux facteurs nous ont forces d’ameli- 
orer la methode d’injection manuelle a 
savoir: 1. que la seringue s’est brisee 
a deux reprises causant des blessures au 
manipulateur; 2. avec le changement du 
personnel technique, le temps de pose et 
celui d’injection du colorant ne coincidant 
pas parfaitement. Dr. L. Rosenman et 
moi-meme avons alors imagine un appareil 
rodifie de celui deja decrit par Farinas 
et par Doss. Get appareil consiste, en une 
chambre a compression qui active le piston 
par un ballon portatif d’azote. Le gaz 
passe a travers deux degres de soupapes 
a decompression; la premiei-e conduisant 
a chambre a compression, I’autre a un 
assemblage de tubes qui amenent a basse 
pression une solution physiologique de 
chlorure de sodium heparinisee. A mesure 
que le piston s’enfonce dans le baidl de 
laseringue, il declanche un commutateur 
diminutif attache a I’instrument qui fait 
contact avec le courant dutube de I’ay- 
ons-X. Unesoupape atrois sens a I’extrem- 
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Fig, 2.—Doff. Intact chest, lateral exposure, right side down. Special catheter inserted through left 
femoral artery to aortic sinus. Four cc. of 70 per cent diodrast injected. The left circumflex, ante¬ 
rior descending and right coronary arteries and their smaller branches are well demarcated and show 
good contrast. One also sees the aortic sinus (Valsalva), the separate shadows of all three aortic 
cusps, the ascending aorta, the aortic arch with the carotid arteries arising from it, and the descending 
thoracic aorta. L.A.D., left anterior descending coronary artery; Z.. CIRC,, left circumflex coronary 
artery; RT., right coronary arteiy; A., anterior cusp aortic valve; R.P., right posterior cusp aortic 
valve; L.P., left posterior cusp aortic valve. (Courtesy of Grune and Stratton, Inc.) 


ite de la seringue permet soit au diodrast 
soit a la solution physiologique salee de 
s’ecouler selonleur pression respective. Un 
detail complet de I’appareil est actuelle- 
ment sous presses. Grace a ce dispositif, 
une quantite mesuree de substance de 
contraste peut-etre injectee avec une pres¬ 
sion bien definie, durant une periode de 
temps precise et aussi des cliches peuvent 
etre pris automatiquement a n’importe 
quel moment. Le catheter special peut 
fournir 10 a 12 cc de diodrast a la seconde 
avec une pression de 30 a 45 lbs par pouce 
carre. Onpeut ainsi avoir facilement d’ex- 
cellentes arteriographies. L'instrument 
peut aussi servir pour des angiographies 
soit avec le catheter soit avec une aiguille. 


II est d’extreme importance de pouvoir 
se procurer des arteriographies des arteres 
coronaires quand on fait des etudes cardio- 
vasculaires. L’appareil a aussi ses possi- 
bilites d'aider au diagnostic et au traite- 
ment des maladies des arteres coronaires 
chez I’homme. 

RESUMEN 

El autor y asociados se han ocupado en 
los ultimos cuatro anos de un proyecto 
experimental, teniendo como finalidad la 
produccion de oclusion coronaria cronica 
en perros. Esperaban que pudiera encon- 
'trarse una preparacion capaz de simular 
lo mejor posible la enfermedad coronaria 
como ocurre en el hombre, sobre la que 
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pudieran instituirse diversos tipos de pro- 
cedimientos quirurgicos experimentales. 
Los metodos usados consistieron en la pro- 
duccion de fibrosis por la aplicacion de 
substancias al rededor de las ramas prin- 
cipales de las arterias coronarias aisladas. 
Los corazones extirpados se examinaron de 
dos a trece meses despues de la operacion, 
para determinar la incidencia y extension 
de la constriccion cronica de la arteria 
coronaria, no siendo en lo absolute satis- 
factoria la medicion con tientas, rontgen- 
ogramas de las piezas inyectadas y examen 
microscopico. Se hizo aparente que la 
deseada informacion solo podria obtenerse 
por visualizacion de las arterias en el 
animal vivo. 

Radner habia obtenido previamente 
ligeras sombras de las arterias coronarias 
en perros, mediante la inyeccion percu- 
tanea directa de la porcion toraxica su¬ 
perior de la aorta a traves del esternon, 
habiendo intentado el mismo metodo en 
5 seres humanos, con la obtencidn de 
sombras coronarias debiles, probando el 
metodo no ser satisfactorio. Hoyos y del 
Campo obtuvieron sombras debiles de la 
arteria coronaria en el hombre, mediante 
la inyeccion directa a traves del espacio 
intercostal izquierdo. Grossman demostro 
las arterias coronarias en 5 perros, usando 
una sonda de cera insertada en la aorta 
a traves de la arteria carotida primitiva; 
grandes cantidades de diodrast se usaron 
en el mismo animal para obtener visu¬ 
alizacion, muriendo 4 de los animales a 
consecuencia de esto. Se ligo la arteria 
carotida. Radner consiguio posterior- 
mente ligeras sombras de las arterias 
coronarias en el hombre, inyectando solu- 
cion radiopaca a traves de una sonda in¬ 
sertada por la arteria radial al seno 
aortico. Johsson, usando el metodo de la 
sonda para procedimientos arteriograficos 
toraxicos, noto visualizacion de las arte¬ 
rias cox'onarias en 5 pacientes como obser- 
vacion incidental. Las principales desven- 
tajas de estos metodos son: (1) la demo- 
stracion del arbol arterial coronario no se 
obtiene con precision y regularidad; (2) 
las sombras coronarias son ligeras y a 
menudo incompletas; (3) se usan grandes 


cantidades de medio radiopaco; (4) la 
visualizacion que se obtiene es innecesa- 
riamente difusa y no selectiva. 

Se decidio que el metodo de la sonda ya 
no era prometedor. Para el objeto las 
sondas cardiacas ordinarias tienen paredes 
demasiado gruesas y luz demasiado 
pequena. Hubo que hacer una sonda es¬ 
pecial radiopaca de nylon y lana, diametro 
pequena, pared delgada y comparativa- 
mente gran luz, que pueda insertarse en 
una arteria periferica y pasar a cualquier 
porcion de la aorta proximal o al ven- 
triculo izquierdo bajo control fluoro- 
scopico. Pueden inyectarse a traves de la 
misma de 5 a 6 cc. de liquido radiopaco 
por segundo con la sola presion de una 
jeringuilla ordinaria, actuando contra la 
fuerza de las presion arterial. El diametro 
externo (2.5 mm.) es lo suficientemente 
pequeno para permitir la restauracion por 
sutura de la arteria de insercion al retirar 
la sonda. Haciendo pasar esta sonda a 
traves de la arteria femoral o la carotida 
hasta el seno aortico en perros, empleando 
la sola presion manual sobre la jeringuilla, 
el autor ban obtenido regularmente placas 
satisfactoriamente claras, contrastando los 
arteriogramas coronarios con solo 4 cc. 
de diodrast al 70%. Se tuvo gran cuidado 
en que la exposicion rontgen se efectue 
en el precise momento, dado que la solu- 
cion solo permanece un instante en las 
arterias coronarias. Se necesita para ello 
personal bien adiestrado. Durante el paso 
de la sonda y durante todo el tiempo en 
que se inyecta el diodrast, la sonda debe 
mantenerse fibre por infusion lenta de 
suero fisiologico heparinado a una presion 
entre sistolica y diastolica. Electrocardio- 
gramas obtenidos durante la colocacion de 
la sonda y durante y despues de la inyec¬ 
cion no mostraron anormalidad. 

Los factores del metodo manual condu- 
jeron a intentar mas perfeccionamientos: 
(1) la jeringuilla se rompio en dos 
ocasiones, produciendo heridas de las 
manos al residente, que pudieron haber 
sido serias; (2) cualquier cambio en el 
personal se acompano de fracaso, respecto 
a relaciones temporales imperfectas 
la inyeccion y la exposicion rontgen. E 
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Dr. Rosemann desarrollo un aparato de 
presidn, modificacion de los instrumentos 
descritos previamente por Farinas y Doss, 
consistente en una camara de presion 
accionada con un piston fijado a la jerin- 
guilla, proporcionandose la presion con 
nitrogeno comprimido en un tanque por- 
tatil, gas que pasa por dos juegos de valv- 
ulas de reduccion, una para la camara de 
presion y otra para el sistema que proper- 
ciona el suero fisiologico heparinado a 
traves de la sonda a baja presion. A me- 
dida que el embolo desciende en la jerin- 
guilla, desliza automaticamente un micro- 
interruptor adjustable montado en la vaina 
del instrumento y opera el tubo de Crooks 
oara la toma de rontgenogramas. Una 
valvula de triple via a la salida de la jerin- 
guilla permite fluir al diodrast o al suero 
fisiologico a sus respectivas presiones. Se 
imprime actualmente una description com- 
pleta del instrumento. Con este aparato 
puede inyectarse una cantidad determi- 
nada de medio de contraste a una presion 
especificada, en determinada unidad de 
tiempo y tomando automaticamente ron- 
tegnogramas en cualquier punto durante 
la inyeccidn del liquido. La sonda especial 
puede conducir de 10 a 12 cc, de diodrast 
por segundo a 30/45 libras de presion por 
pulgada cuadrada. Este metodo permite 
obtener buenos arteriogramas coronarios 
de rutina. El instrumento en cuestion es 
tambien aplicable a cualquier tipo de 
angiograma con sonda o aguja. 

La capacidad para obtener arterio¬ 
gramas coronarios satisfactorios tiene im- 
portancia en la investigacidn cardiovascu¬ 
lar. Asimismo, la tiene potencialmente en 
el diagnostico y el posible tratamiento de 
la enfermedad de la arteria coronaria en 
el hombre. 

sumArio 

Pelos passados quatro anos en e meus 
associados nos aprofundamos em um 
projeto experimental cujo objetivo era a 
produgao de oclusao coronaria cronica em 
caes. Esperava-se que uma preparagao 
fosse obtida na qual se apresentasse in- 
tima simulagao de enfermidade coronaria 


como ela ocorre no homen e sobre a qual 
varies tipos de processes cirurgicos ex- 
perimentais pudessem ser instituidos. Os 
metodos utilazados consistiam principal- 
mente na aplicagao de fibrose produzindo 
substancias ao redor dos ramos principals 
isolados das arterias coronarias. Os 
cora^oes excisados de 2 a 13 mezes depois 
da operagao para determinar a incidencia 
e extensao da constri^ao cronica da ar¬ 
teria coronaria, mas o mensuramento com 
tentacanulas, roentgenogramas de especi- 
mens injetados e exame microscopico 
foram todos insatisfatorios. Nornou-se 
aparente que a informagao desejada 
poderia ser obtida somente pela vizual- 
iza^ao das arterias do animal vivo. 

Radner havia obtido anterioramente 
sombras luminosas das arterias coronarias 
em caes pela injegao percutanea direta da 
por?ao toracica superior da aorta atravez 
do esterno, e tentou o mesmo metodo em 
5 criaturas humanas obtendo sombras 
coronarias tenues, mas o metodo provou 
ser nao satisfatorio. Royce e Del Campo 
obtiveram sombras tenues da arteria 
coronaria pela injegao direta atravez do 
2® interspace. Grossman demonstrou as 
arterias coronarias em 5 caes usando um 
cateter de cera inserido dnetro da aorta 
atravez da arteria carotida comum; 
grandes quantidades de diodrast foram 
usadas em muitas tentativas sobre o 
mesmo animal para obter vizualizagao, e 
4 dos animais morreram como conse- 
quencia disso. A arteria carotida foi 
ligada. Uais recentemente, Radner demon¬ 
strou sombras luminosas das arterias 
coronarias humanas injetando uma solugao 
radiopaca atravez de um cateter inserido 
na arteria radial ate atingir o sinus 
aortico. Johnson, usando o metodo do 
cateter para tecnicas arteriograficas, tor- 
acicas, observou visualizagao das arterias 
coronarias em 5 pacientes como uma 
observagao incidental. As principals des- 
vantagens desses metodos foram: (1) 
demonstragao da arvore coronaria arterial 
nao foi conseguida precisa e regularmente, 
(2) grandes quantidades de meio radio- 
paco foram usadas, (3) As sombras • 
onarias for'-^- e .■' .x,/ 
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completas, (4) a visibilizagao obtido foi 
desnecessarianiente disseminada e nao 
seletiva. Nos decidimos que o metodo do 
cateter ara o mais promissor. Com os 
cateteres cardiacos u s u a i s tinhamos 
paredes muito espessas e o lumen miiito 
pequeno para nossos fins. En fabriquei, 
porisso, um cateter especial de nylon 
trancada radiopaco com pequeno diametro 
externo, parede fina e comparativamente 
largo lumen, o qual poderia ser inserido 
dentro de uma arteria periferica e passar 
a qualquer porqao da aorta porximal ou 
do ventriculo esquerdo sob controle 
fiuoroscopico. Atravez desse cateter, 5 a 
6 cc. de liquido radiopaco, por segundo, 
pode ser injetado contra a forqa da pressao 
arterial pela seringa manual comum. 0 
diametro externo (2.5 mm.) e pequeno 
bastante para permitir a restauragao por 
sutura da arteria de insercao quando o 
cateter e retirado. Passando esse cateter 
atravez da arteria femural ou carotida de 
caes ate o sinus aortico, e pela simples 
pressao manual da seringa, nos fomos 
regularmente beni sucedidos em obter 
nitidos, bem contrastantes arteriogramas 
coronarios com somente 4 cc. de diodrast 
a 70 por cento. Grande cuidado foi tornado 
afim de que a radiografia fosse batida no 
momento proprio, desde que a sobicao 
permanece nas arterias coronarias 
somente um instante. Uma equipe treinada 
e indispensavel. Durante a passagem do 
cateter e em todo o tempo em que o 
diodrast nao era injetado, o cateter foi 
conservado desobstruido por uma lenta 
infusao de solucao fisiologica heparinizada 
de cloreto de sodlo a uma pressao entre 
sistolica e diastolica. Eletrocardiogramas 
tornados durante a colocacao do cateter, 
durante e depois da injegao do contraste 
nao mostraram anormalidades. 

Dois fatores no metodo manual caus- 
aram nossa busca de ulteriores malhoi'a- 
mentos: (1) A seringa quebrou em 2 
ocasde.<. inflingindo ferimentos nas maos 
do Rc.<idente. os quais poderam ter sido 
-vrios. (2) Toda mudanca no pessoal da 
'•‘.uiipo era sempro associada com fracasso, 
e.vvuio a relacues temporais imperfeitas 
'■Eire injetar e hater a chapa de Raios 


X. Dr. L. Rosenman e eu, em conse- 
quencia disso, fabricamos um aparelho 
de pressao que foi modificagaode instru- 
mentos anteriormente descritos por Far¬ 
inas e por Doss. Consiste de uma camara 
de pressao que ativa um pistao ligado a 
seringa. A pressao e fornecida pelo nitro- 
genio comprimido em um tanque portatil. 
0 gas passa atravez de dois con juntos de 
valvas redutoras, um indo a camara de 
pressao e o outro ao sistema que fornece 
solugao fisiologica de cloreto de sodio 
heparinizada atravez do cateter a baixa 
pressao. Logo que o embolo desce na 
seringa ele automaticamente aperta um 
descarregador de centelha automatico e 
microscopico montado na carcassa do in- 
strumento e energiza o tubo de Raios X 
para bater a chapa. Uma valva tricuspide 
na saida da seringa permite, seja diodrast 
ou solugao salina fisiologica escoiTer sob 
respectivas pressoes. Uma inteira des- 
crigao do instrumento esta sendo im- 
primida. Por meio desse aparelho, uma 
quantidade medida de meio de contraste 
pode ser injetada sob especifica pressao, 
em uma certa unidade de tempo e os 
roentgenogramas tornados automatica¬ 
mente a qualquer momento durante a in- 
jegao do contraste. O cateter especial pode 
transmitir de 10 a 20 cc. de diodrast por 
segundo, de 30 a 40 libras de pressao por 
centimetre quadrado. Bous arteriogramas 
coronarios de rotina sao obtidos por este 
metodo. 0 instrumento e tambem aplicavel 
a qualquer tipo de angiograma com cateter 
ou agulha. 

A havilidade para obter arteriogramas 
coronarios satisfatorios tern importantes 
implicagoes em pesquiza cardiovascular. 
Tern potencialidades tambem no diag- 
nostico e possivel tratamento dos doeng 
as arteriais coronarias humanas. 

RIASSUNTO 

Negli ultimi 4 anni I’Autore ed i suoi 
collaboratori hanno condotto ricerche 
sperimentali alio scopo di produrre una 
occlusione coronarica cronica nei cam. 
Essi speravano di poter trovare un sistema 
che potesse causare uno stato patologico 
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molto vicino alia malattia coronarica 
iimana, in modo da poter poi tentare vari 
tipi d’interventi chirurgici sperimentali. I 
metodi usati consistettero principalmente 
nella applicazione di sostanze sclerosanti 
attorno ai rami principali isolati delle 
arterie coronariche. I cuori, estirpati, 
venivano poi esaminati da 2 a 13 mesi 
dopo tale procedimento, per determinare 
la frequenza e I’estensione deU’occlusione 
coronarica cronica; ma gli esami, condotti 
aia con calchi che con radiogrammi e 
preparati istologici dei vasi Iniettati, 
dettero costantemente risultati non sod- 
disfacenti. Apparve, allora, chiaro che i 
dati desiderati non potevano essere otte- 
nuti che con la visualizzazione delle arterie 
sull'animale vivente. 

Precedentemente Radner aveva ottenuto 
deboli ombre delle arterie coronariche in 
cani a mezzo della iniezione diretta 
transternale perciitanea della aorta tora- 
cica, e aveva tentato lo stesso metodo in 
5 soggetti umani ottenendo ombre coro¬ 
nariche appena visibili; tale metodo pero 
non diede risultati soddisfacenti. Heyes e 
Del Campo ottennero deboli ombre delle 
arterie coronariche nell’uomo a mezzo di 
iniezione diretta attraverso il secondo 
spazio intercostale sinistro. Grossman 
visualizzo le arterie coronariche in 5 cani 
servendosi di un catetere introdotto nelV 
aorta attraverso la carotide comune; nel 
corso di molti tentativi, sempre sul cane, 
per ottenere la visualizzazione desiderata 
vennero usate forti quantita di Diodrast, 
col risultato di produrre la morte in 4 
animali. Piu recentemente Radner ottenne 
deboli ombre delle arterie coronariche 
neiruomo iniettando un liquido radiopaco 
attraverso un catetere inserito nell’arteria 
radiale fino al seno aortico. Johnson, 
servendosi sempre di cateteri per arterio- 
grafie toraciche, noto incidentalmente in 
5 pazienti la visualizzazione delle arterie 
coronariche. I principali svantaggi di t ali 
metodi furono: 1. Dimostrazione impre- 
cisa e non regolare dell’albero arterioso 
coronarico. 2. Disegno coronai'ico debole 
e spesso incomplete. 3. Necessita di forti 
quantita di sostanza radiopaca. 4. Visual¬ 
izzazione diffusa e non selettiva. 


Venne deciso che Tuso del catetere 
riservasse le migliori promesse. I comuni 
cateteri cardiaci avevano pero le pareti 
troppo spesse ed il lume troppo piccolo 
per i propositi degli Autori. L’Autore 
fece pertanto costruire uno speciale catete¬ 
re radiopaco in nylon, di piccolo diametro 
esterno, pareti sottili e lume comparativa- 
mente grande; tale catetere poteva essere 
introdotto in un’arteria periferica e 
giungere in ogni tratto dell’aorta prossi- 
male o del ventriolo sinistro sotto il con- 
trollo fluoroscopico. Attraverso questo ca¬ 
tetere, colla sola pressione manuale su 
una comune siringa, si possono facilmente 
iniettare contro la corrente arteriosa da 
5 a 6 cc. di liquido radiopaco per secondo. 
Il diametro esterno (2,5) e abbastanza 
piccolo da permettere la sutura dell’ar- 
teria nel punto d'inserzione quando il 
catetere vien tolto. Inserendo tale catetere 
nella femorale o nella carotide di cani fino 
al seno aortico, gli Autori furono in grado 
di ottenere chiari e ben contrastati ar- 
teriogrammi delle coronarie con solo 4 cc. 
di Diodrast al 70 iniettato con la sem- 
plice pressione manuale esercitata su una 
comune siringa. Fu usata gran cura di 
prendere i radiogrammi nel moment© op¬ 
portune, giacche la soluzione rimane nelle 
arterie coronariche soltanto un istante. 
Cio rende necessario che l’4quipe degli 
sperimentatori sia bene allenata. Durante 
il passaggio e quando il Diodrast non 
veniva iniettato, il lume del catetere veniva 
mantenuto pervio infondendo lentamente 
una soluzione di eparina sciolta in cloruro 
di sodio ad una pressione intermedia fra 
quella sistolica a quella diastolica. Elet- 
trocardiogrammi presi durante il pas¬ 
saggio del catetere e durante e dopo 
I’iniezione del mezzo opaco non mostra- 
rono alcuna anormalita. 

Due fatti, nel metodo suddescrito, cos- 
trinsero gli Autori a cercare ulteriori 
perfezionamenti: 1. La siringa si ruppe 
due volte causando nelle mani di chi la 
manovrava ferite che avrebbero potuto 
essere serie. 2. Ogni mutamento nei com- 
ponenti I’equipe fu sempre seguito da in- 
successi, a causa delle non perfette re- 
lazioni di tempo fra I’iniezione del mezzo 
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opaco e la presa del radiogrammi. II Dr. 
Rosenman e I'Autore crearono pertanto 
un apparecchio compriniente ricavato 
modificando strumenti precedentemente 
descritti da Farinas e da Doss. Esso con- 
siste in una camera a pressione che muove 
un pistone connesso a una siringa. La 
pressione e fornita da protossido d’azoto 
contenuto in una bombola portatile. II gas 
passa attraverso una coppia di valvole 
riduttrici, una delle quali comunica con la 
camera a pressione, I’altra con un sistema 
che immette nel catetere, a bassa pres¬ 
sione, soluzione fisiologica di cloruro di 
sodio eparinizzata. Quando lo stantuffo 
discende entro la siringa, esso automatica- 
mente incontra una levetta regolabile 
montata all’esterno dello strumento e 
mette in opera il tubo roentgen che prende 
i radiogrammi. Una valvola a tre vie 
situata sul becco della siringa permette 
I’afflusso del Diodrast o della soluzione 
fisiologica alle rispettive pressioni. Una 
completa descrizione di tale strumento e 
alia stampa. Per mezzo suo e possibile in- 
iettare una data quantita di mezzo di con- 
trasto a pressione e per periodi di tem¬ 
po ben determinati e alio stesso tempo 
prendere automaticamente radiogrammi 
in ogni momento durante I’iniezione del 
mezzo opaco. Lo speciale catetere permette 
I’afflusso di quantita variabili da 10 a 12 
cc. di Diodrast per secondo alia pressione 
di 30-45 libbre per pollice quadrato. Con 
tale sistema si possono ottenere buoni 
arteriogrammi delle coronarie. L’apparec- 
chio serve per eseguire ogni altro tipo di 
arteriogramma a mezzo di sateteri o aghi. 

La possibilita di ottenere chiari arterio¬ 
grammi delle coronarie ha importanti 
applicnzioni nelle ricerche cardiovasco- 
lari. II suo campo d’impiego si estende 
pure alia diagnosi e all’eventuale cura 
delle malattie coronariche dell'iiomo. 

ZUSAM MENFASSUNG 

Waehrend dor letzten 4 Jahre haben 
nii-ine Mitarbeiter iind ich sich einer ex- 
p'-rimonteHen Arbeit gewidmet mit dem 
2i>. 1. beim Huiule einen chronischen Kran- 
r:.v'.vr\\.rsc’nlus.- zu erzeugen. Wir hofften. 


ein Praeparat zu finden, mit dessen Hilfe 
eine Kranzschlagadererkrankung, wie sie 
biem Menschen vorkommt, besser als 
bisher nachgeahmt werden koennte, inid 
dass an dieser verschiedene Formen ex- 
perimenteller chirurgischer Verfahren,' 
angewandt werden koennten. Die beneutz- 
ten Methoden bestanden meist in der De- 
ponierung fibroseerzeugender Mittel in die 
Umgebung der isolierten Hauptzweige der 
Kranzschlagader. Zwei bis di’eizehn Mo- 
nate nach der Operation wurden die 
herausgeschnittenen Herzen untersucht, 
um das Auftreten und die Ausdehnung 
chronischer Verengung der Kranzader 
festzustellen; aber alle Unter suchungen 
wie Messungen mit Sonden, Roentgenauf- 
nahmen der mit Einspritzungen behandel- 
ten Praeparate und Mikroskopie waren 
unzulaenglich. Es wurde klar, das die ge- 
wuenschte Information nur durch Darstel- 
lung der Schlagadern am lebenden Tier 
gewonnen werden konnte. 

Radner hatte frueher beim Hunde 
leichte Schatten der Kranzschlagadern 
durch direkte Einspritzung in den oberen 
Abschnitt der Brustaorta durch Haut und 
Brustbein erzielt und erzeugte auch an 
fuenf menschlichen Individuen, an denen 
er die gleiche Methode versuchte, schwache 
Kranzaderschatten; die Methode erwies 
sich jedoch als unbefriedigend. Hoyos und 
del Campo produzierten leichte Kranzader¬ 
schatten am Menschen mittels direkter 
Einspritzung durch den zweiten linken 
Zwischenrippenraum. Grossman stellte 
die Kranzadern an fuenf Hunden mit Hilfe 
eines Wachskatheters dar, den er durch 
die gemeinsame Halsschlagader in die 
Aorta einfuehrte; waehrend haeufiger am 
gleichen Tiere ausgefuehrter Versuche, die 
Kranzadern darzustellen, kam es zur An- 
wendung grosser Mengen von Diodrast, 
und als Folge davon starben vier von den 
Tieren. Die Halsschlagader war unter- 
bunden. In juengerer Zeit gelang es Rad¬ 
ner, zarte Kranzaderschatten am Men¬ 
schen durch Einspritzung einer Kontrast- 
loesung durch einen von der Radialarterie 
in den Sinus aorticus eingelegten Katheter 
zur Darstellung zu bringen. Jonsson, der 
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sich tier Katheterisieriing zur Darstelluni; 
der Schlagadern des Thomax bediente, 
beobachtete an fuenf Kranken das Sicht- 
bavwerden der Kranzschlagadern als Zu- 
fallsbefund. Die wesentlichen Nachteile 
dieser Methoden bestanden in folgendem: 
(1) Der Nachweis der Kranzaderverzwei- 
giingen gelang nicht regelmaessig und 
nicht mit Genauifikeit. (2) Die Kranzader- 
schatten waren zu schwach und oft unvoll- 
staendig. (3) Es kamen grosse Mengen 
des Kontrastmittels zur Anwendimg. (4) 
Es erfolgte eine unnoetig umfangreiche 
und nicht selektive Darstellung von Ge- 
faessen. 

Wir kamen zu der Ueberzeugung, dass 
die Katheterisierung die aussichtsreichste 
Methode darstellte. Die allgemein ange- 
wandten Herzkatheter batten fuer unseren 
Zweck zu dicke Waende und eine zu cnge 
Lichte. Deshalb konstruierte ich einen 
besonders gewebten strahlenundurchlaes- 
sigen Nylonkatheter von geringem Ge- 
samtdurchmesser, mit duenner Wand und 
mit verhaeltnismaessig weiter Lichte, der 
in eine periphere Schlagader eingefuehrt 
und zu jeder beliebigen Stelle der proxi- 
malen Aorta Oder der linken Herzkammer 
unter Durchleuchtungskontrolle vorge- 
schoben werden kann. Durch diesen Kath- 
eter koennen mit einer Spritze durch 
blossen manuellen Druck fuenf bis sechs 
Kubikzentimer einer Kontrastfluessigkeit 
pro Sekunde gegen den Druck des arteriel- 
len Stromes injiziert werden. Der Gesamt- 
durchmesser (2,5 mm.) ist so gering, dass 
die benuetzte Arterie nach der Entfer- 
nung des Katheters durch Naht wieder- 
hergestellt werden kann. Mit Einfnehrung 
dieses Katheters durch die Oberschen- 
kel- Oder die Halsschlagader in den Sinus 
aorticus des Hundes und mit Einspritzung 
unter einfachera manuellem Druck gelang 
es uns regelmaessig, eine klare kontrast 
reiche Darstellung der Kranzadern unter 
Verwendung von nur 4 cc. einer 70 pro- 
zentigen Diodrastloesung zu erzielen. Da 
die Loesung nur fuer einen Augenblick 
in den Kranzadern verweilt, wurde grosse 
Sorgfalt darauf verwendet, die Roentgen- 
exposition im richtigen Momentzu machen. 
Eine trainierte Arbeitsgruppe ist uner- 


laesslich. Der Katheter wurde waehrend 
seiner Einfnehrung und solange kein Dio- 
drast eingespritzt wurde, durch langsame 
Infusion einer heparinisierten physiolo- 
gischen Kochsalzloesung durchgaengig ge- 
halten; die Infusion erfolgte unter einem 
Druck, der zwischen dem systolischen und 
diastolischen Blutdruck lag. Elektrokar- 
diogramme, die waehrend der Einfuehr- 
ung des Katheters und waehrend und nach 
der Einspritzung des FarbstofFes gemacht 
warden, Zeigten keine Abweichungen. 
Zwei bei Anwendung der manuellen Meth¬ 
ode aiiftretende Faktoren veranlassten 
uns, weitere Verbesserungen anzustreben. 
Erstens geschah es zweimal, dass die 
Spritze brach und zu Handverletzungen 
des Assistenten fuehrte, die gefaehrlich 
hactte werden koennen. Zweitens hatte 
jeder Personalwechsel innerhalb der Ar¬ 
beitsgruppe Fehlschlaege zur Folge, die 
auf mangelhafter zeitlicher Koordination 
der Einspritzung mit der Roentgenauf- 
nahme beruhten. Deshalb konstruierten 
Dr. L. Rosenman und ich einen Druck- 
apparat, der eine Modifikation frueher 
von Farinas und von Dose beschriebener 
Instruments darstellt. Er besteht aus 
einer Druckkammer, die den Stempel einer 
Spritze aktiviert. Der Druck wird durch 
komprimierten Stickstoff in einem trag- 
baren Tank erzeugt. Das Gas stroemt 
durch zwei Saetze von Verengungsven- 
tilen, von denen der - eine in die Druck¬ 
kammer und der andere zu einem System 
fuehrt, welches heparinsierte physiolo- 
gische Kochsalzloesung bei niederem 
Druck durch den Katheter treibt. Waehr¬ 
end der Stempel in das Spritzenrohr 
hiniensteigt, beruehrt er automatisch einen 
regulierbaren Mikroschalter, der an der 
Huelle des Instruments angebracht ist und 
die Roentgenroehre zur Exposition in Be- 
trieb setzt. Ein Dreiwegeventil am Aus- 
gange der Spritze ermoeglicht es, entweder 
Diodrast oder physiologische Kochsalzloe¬ 
sung unter dem erforderlichen Druck flies- 
sen zu lassen. Eine genaue Beschreibung 
des Apparats befindet sich im Druck. Mit 
Hilfe des Instruments kann eine gegebene 
Menge eines Kontrastmittels unter einem 
gewuenschten Druck innerhalb einer be- 
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stimmten Zeit eingespritzt werden, und 
die Roentgenaufnahmen erfolgen auto- 
matisch zu jedem beliebigen Zeitpunkt 
waehrend der Einspritzung der Fluessig- 
keit. Der Spezielle Katheter laesst 10 bis 
12 cc. Diodrast pro Sekunde unter einem 
Druck von 30 bis 45 Pfund pro Quadrat- 
zoll durch. Mit Hilfe dieser Methode 
koennen routinemaessig Arteriogramme 
der Kranzader erzielt werden. Das Instru¬ 
ment kann auch fuer jede andere Art von 
Angiogrammen mit Katheter ored Kanuele 
verwendet werden. 

Die Moeglichkeit, befriedigende Dar- 
stellungen der Kranzadern zu erzielen, ist 
von grosser Bedeutung fuer die Foi’schung 


am Herzen und an den Gefaessen. Die 
Methode kann auch vielleicht einmal bei 
der Diagnose und Behandlung der Erkan- 
kungen der menschlichen Kranzschlag- 
ader Dienste leisten. 
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Announcement 

International Section of Occupational Surgery 

Tlic Executive Council of the United States Chapter and the Board of Trustees 
of the International College of Surgeons have unanimously approved the formation 
of an International Council of Occupational Surgery, the aims of which are (n) ele¬ 
vation of standards for the practice of occupational surgery, (b) conservation of the 
health of the worker after occupational injury, (c) official recognition of this spe¬ 
cialty, (d) stimulation of interest in this field by students and members of the pro¬ 
fession, and (c) cooperation in the establishment of facilities for graduate educa¬ 
tion in occupational surgery by means of residencies in hospitals affiliated with 
medical schools, or their equivalents. 

For further details, address Dr. Arnold S. Jackson, Secretarv, United States 
Chapter, International College of Surgeons, 1516 Lake Shore Drive, Chicago 10, 
Illinois. 
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T he etiologic factors of duodenal ob¬ 
struction may be classified into two 
general groups, congenital and ac¬ 
quired. Moreover, the obstruction may be 
intrinsic or extrinsic. Partipilo and Wilt- 
rakis^ have written the most recent com¬ 
prehensive review of this subject. Among 
the acquired, extrinsic causes of duodenal 
obstruction is listed compression by en¬ 
larged inflammatory lymph nodes. In 
1929, Bird,= discussing the causes of en¬ 
largement of the duodenal curve, stated 
that of all the possible extrinsic causes 
of expansion (as seen roentgenograph!- 
cally) the lymph node tumors and infec¬ 
tions, including Hodgkin’s disease and 
tuberculosis, are by far the most common. 
Still, a survey of the medical literature 
of the past ten years emphasizes the fact 
that duodenal obstruction caused by tu¬ 
berculous lymph nodes is rare. Three 
cases have been reported during this 
period.^ 

REPORT OF CASE 

L. F., a 24-year-old Negro, was first ad¬ 
mitted to the Bronx Hospital on June 20, 
1947, with a complaint of postprandial vomit¬ 
ing of approximately one year's duration. 
One year prior to admission he began ex¬ 
periencing preprandial epigastric pain, re¬ 
lieved by ingestion of food. Shortly there¬ 
after he began to vomit four to five hours 
after meals; the vomitus consisted of food 
ingested during the last meal. Although the 
vomiting increased progressively in severity, 
the accompanying pain diminished. The patient 
recalled having noted several black stools and 
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stated that he had lost 25 pounds (11.3 Kg.) in 
weight. At the time of admission he felt unable 
to eat any type of food. His past history was 
essentially irrelevant. Physical examination 
gave negative results except for slight ten¬ 
derness in the right hypochondrium and 
epigastrium. Roentgen examination after a 
barium meal (Fig. 1) showed an annular 
filling defect involving the prepylorus, as well 
as an increase in size of the stomach. The 
duodenal bulb and loop were dilated. Observa¬ 
tion after four hours indicated a large gastric 
residue and the presence of radioopaque ma¬ 
terial in the biliary duct system. The im¬ 
pression was that a mass involved the prepy- 
loriis and duodenum; its cause was thought 
to be either neoplastic or syphilitic. Clini¬ 
cally, the presumptive diagnosis was pyloric 
obstruction secondary to stenosing ulcer, and 
the patient was prepared for gastrectomy. 

Operation (June 25).—The stomach and 
duodenum exhibited no gross pathologic 
change. Large retroperitoneal lymph nodes 
were present in the region of the pancreatic 
head, at the root of the mesentery and along 
the abdominal aorta down to its bifurcation. 
These nodes were soft and fluctuant. No in¬ 
trinsic lesion was noted within the stomach, 
the duodenum or the remainder of the in¬ 
testinal tract. The liver and spleen were 
normal in appearance. A large lymph node 
was removed for histopathologic study. To 
circumvent extrinsic obstruction of the sec¬ 
ond part of the duodenum by enlarged nodes, 
a retrocolic posterior gastro-jejunostomy was 
performed. 

Pathologic Diagnosis (Fig. 2).—The path¬ 
ologic diagnosis was tuberculous Ijnnphadenitis 
with caseation. 

Course .—The postoperative course was un¬ 
eventful, and the patient was discharged from 
the hospital on July 3, eight daj’s after the 
operation. Roentgen examination of the chest 
on July 11 gave ■' l^TTnegallv 
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Follow-Up .—The patient was readmitted to 
the Bronx Hospital on Oct. 19, 1948. He had 
been free of complaints until four days prior 
to readmission, when he began to have severe, 
intermittent pain localized in the right hypo- 
chondrium and associated with one episode 
of vomiting. Physical examination revealed 
muscle spasm and tenderness in the right 
hypochondrium, with an underlying globular, 
tender mass that descended with inspiration. 
The temperature was 100 F. and the pulse 
rate 82 per minute. Laboratory values, in¬ 
cluding those for blood nonprotein nitrogen, 
cholesterol and esters, were within noi'mal 
limits, as were the icterus index and serum 
amylase level. A complete blood count and 
urinalysis also gave normal results. A diag¬ 
nosis was made of acute cholecystitis with 
hydrops of the gallbladder, and supportive 
therapy, including administration of penicil¬ 
lin, was instituted. The patient was asympto¬ 
matic on the second day after admission and 
was discharged to the care of his private 
physician. 

On Sept. 23, 1949, he was readmitted to 
the Bi'onx Hospital. He had felt well until 
one week earlier, when there was a recur¬ 
rence of increasingly severe pain in the right 


upper abdominal quadrant. Examination dis¬ 
closed a tender, globular mass in the right 
hypochondrium. On the day after admission 
the temperature rose to 102.6 F. There was 
evidence of peritonitis. Emergency operation 
was decided upon and was performed on Sep¬ 
tember 24, revealing acute gangrenous cho¬ 
lecystitis, without cholelithiasis. In view of 
the local pathologic condition present, explora¬ 
tion for the enlai'ged lymph nodes noted at 
the original operation was not carried out. 
Cholecystostomy was performed. Culture of 
the gallbladder contents yielded Bacillus 
proteus. The postoperative course was un¬ 
eventful, and the patient was discharged from 
the hospital on the seventh day.' 

He was last seen in February 1951, at 
which time he was free of complaints and 
stated that he had regained his original 
weight. During the past eight months he 
had tolerated an unrestricted diet except for 
occasional episodes of indigestion associated 
with the ingestion of fried food. Physical 
examination gave essentially negative results. 

COMMENT 

Many cases have been reported of so- 
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Fiji. 2.—A, histopathologic nppaiancc. Low power view of section from lymph node, 
demonstrating typical tubercle follicles, i?, high power view of tubercle follicle. 


called “surgical tuberculosis*' of the 
mesenteric lymph nodes. Surgical com¬ 
plications usually arise from caseation of 
lymph nodes and from adhesions. Recent¬ 
ly Ogilvie,'* discussing nonmalignant 
causes of duodenocolic fistula, cited 2 cases 
in which it resulted from the breakdown 
of caseated tuberculous nodes. The most 
frequently reported complication of tuber¬ 
culous mesenteric lymphadenitis is acute 
intestinal obstruction due to adhesions 
causing strangulation of the small bowel, 
particularly the distal portion of the 
ileum. Angerer® reported a series of 11 
such cases. Direct compression of the 
bowel by enlarged tuberculous nodes can 
occur only in those zones where the bowel 
does not possess a mesentery. Thus, the 
duodenum lends itself to this complica¬ 
tion. 

Of added interest in the case herein 
reported is the occurrence of acute 
cholecystitis one and two years after the 
original hospitalization. It is difficult to 
dismiss as merely coincidental the con¬ 
comitance of duodenal obstruction and 


bile duct regurgitation (Fig. 2) when con¬ 
sidering the cause of cholecystitis in this 
patient. More amenable to present con¬ 
cepts would be compression of the cystic 
duct by enlarged tuberculous nodes. 

SUMMARY 

An unusual case of duodenal obstruc¬ 
tion is presented, in which the pathologic 
diagnosis was tuberculous lymphadenitis 
with caseation. After operative treatment 
the patient made a normal recovery. 

sumArio 

Um caso raro de obstriigao duodenal e 
apresentado, no qual o diagnostico pato- 
logico era linfadenite tuberculosa com 
caseificagao. Depois do tratamento opera- 
torio o paciente teve uma convalesceh^a 
normal. 

RESUMEN 

Se presenta un caso raro de obstruccidn 
duodenal, en el que se diagnostico lin- 
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fadentitis tuberculosa caseosa. El paciente 
se recupero normalmente despufe del trat- 
amiento operatorio. 

RIASSUNTO 

Viene descritto un insolito caso di 
occlusione duodenale dovuta a linfadenite 
tubercolare caseificata. Dopo I’intervento 
il pazieiite guari senza incident!. 

RESUME 

On rapporte un cas rare d’obstruction 
duodenale. Le diagnostic porte fut d’ade- 
nite tuberculeuse avec caseification. Le 
traitement operatoire fut un succes. 

ZUSAMMENFASSUNG 

Es wird ein ungewoehnlicher Fall eines 
Zwoelffingerdarmverschlusses vorgestellt, 


in dem eine tuberkuloese Lymphdruesen- 
entzuendung mit Verkaesung die patho- 
logische Grundlage bildete. Nach chirur- 
gischer Behandlung erfolgte normale 
Genesung. 
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Endocrine Dysfunction in Sterility 

LOUIS PELLEGRINO, B.S., M.D., A.I.C.S. 

NEW YORK 


A bsolute sterility or infertility is 
the inability of a given couple to 
■achieve i-eproduction.* Relative or 
functional sterility is synonomous with 
impaired fertility; the ability to conceive 
is lessened but not completely absent.- 
Relative sterility is almost always due to 
a combination of causes. All may not be 
removed, but correction of some causes 
may be sufficient to raise the fertility 
level.' Studies show that sterility is not 
absolute as often as it is relative." 

When is a marriage considered sterile? 
It cannot be so considered until there has 
been at least one year of unsuccessful at¬ 
tempts at pregnancy." One year is suffi¬ 
cient for primipare and 2 years for multi- 
parae.'’ Diddle, Stix and Stone’ are cited 
in the following statistics: 86 per cent 
of primigravide and 65 per cent of multi- 
gravide conceive within the first Jear 
of abstaining from contraception. Two- 
thirds of the pregnancies occur within 
three months of the initiation of unpro¬ 
tected coitus. Eighty per cent of 500 
planned pregnancies resulted within six 
months of the discontinuance of contra¬ 
ception. There is an involuntary sterility 
incidence of 13 per cent. Other figures 
estimate 15 to 20 per cent of involuntary 
childless marriages.' The highest fertility 
rate occurs in the early twenties, decreas¬ 
ing as the thirties and forties are reached.' 

The estrogen problem is an important 
factor in sterility. A functioning ovary is 
essential for development of the graffian 
follicle to produce estrogenic hormone, 
which in turn produces evident growth 
and vascularity of the uterus." With rapid 
maturation of the follicle and its rupture, 
the ovum is released and progesterone is 
formed. The collapsed wall of the follicle 
proliferates and forms the corpus luteum, 
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which provides estrogen and progesterone.*^ 
Progesterone influences endometrial 
changes suitable for implantation. Thus 
the changes in the endometrium necessary 
for the reception and implantation of the 
fertilized ovum are under control of the 
ovarian hormones.■* Estrogen produces 
growth, regeneration and increased vascu¬ 
larity of the uterus and helps the secre¬ 
tory phase of endometrial growth."^ The 
acidity of the vagina and the alkalinity of 
the cervix are expressions of normal 
ovarian function and are controlled to 
some extent by estrone.® 

The vagina has a Pj, of 3.5 to 4.6, that 
of the cervical mucus being 7.5 or more.*’ 
The semen is a buffered solution with a 
Ph of 7.8 to 8.4.’® The sperm is negatively 
charged, as are the vaginal walls. The 
cervical plug is positive and attracts the 
sperm at the the same time it is being 
repelled by the vaginal walls. Thus a 
proper Ph is necessary to continue the 
cycle of positive and negative poles.® The 
seminal pool works by electrokinetic phe¬ 
nomena, so that the sperm travels toward 
the alkaline mucus of the cervical canal. 
This is a glassy, translucent fluid secreted 
in the cervical canal at the time of ovula- 
tion.^‘ Coitus must take place within 
twenty-four to forty-eight hours of ovula¬ 
tion. The acid vaginal secretion kills sper¬ 
matozoa in three to four hours. The alka¬ 
line cervical mucus plug becomes less 
viscid and more penetrable at ovulation 
and acts as a haven for the sperm.'* At 
two hours post coitum 90 per cent of all 
spermatozoa in the vagina are killed.” 
It is doubtful whether more than 10 to 
20 per cent of the spermatozoa in the 
vagina ever get into the uterine cavity.® 
For accurate results, the Huhner test must 
be done within two hours after coitus. 

Ovulation occurs with the release of the 
ovum when the follicle reaches matura- 
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Table 1.— General Data* 


i 

! 

Patient 

Age 

Married 

Fimt 

Visit 

jMenstruat- 
ing Cycle 

Status 

Result 

1 

'SL'Sl. 

22 

4 years 

2/13/46 

12/31/5 

Gravida 0; severe 
dysmenorrhea; US neg.; 
SA neg. 

Less d 3 'smenorrhea; 
delivered of male child 
4/47 

2 

. 

E.P. 

32 

5 years 

3/27/46 

15/28/7 

Gravida 2 para 2 (both 
premature) 3 j'ears 
earlier; US neg.; SA neg. 

Took medication spas- 
modicall 3 '; delivered of 
female child 2/50 

3 

M.F. 

23 

3 yeare 

4/4/46 

12/28/41 

Gravida 0; US neg.; 

SA neg. 

Delivered of female child 
5/18/48; of male child, 
12/18/49 

4 

E.B. 

24 

3 years 

6/3/46 

12/28/47 

Gravida 0; severe dys¬ 
menorrhea; US refused 

Not consistent with 
medication; no preg¬ 
nancy to date 

■ 

F.B. 

21 

2 years 

1/23/47 

12/30/5 

Gravida 0; infantile 
uterus 

Took medication only for 
several months 

G 

A.C. 

26 

14 months 

3/17/47 

12/28/4 

Gravida 0; US neg.; 

SA neg. 

Delivered of female 
child, 5/6/49; of twins 
(F.) premature, 2/15/50; 
of male child, 2/19/50; 
now pregnant again 

7 


2G 

14 months 

4/3/47 

12/31/3 

Gravida 0; US neg.; 

SA neg. 

Delivered of male child 
10/9/48; of female 
child 9/4/49; now 
pregnant again 

8 

j M.ll. 

22 

2 years 

6/16/47 

11/30/7 

Gravida 0; severe 
dysmenorrhea 

Delivered of female child 
10/16/48; of female 
child 6/8/50 

9 

i M.M. 

1 

j 

2G 

4 j'cars 

7/22/47 

12/29/5 

Gravida 0; severe d 3 ;s- 
menorrhea; infantile 
uterus; US neg.; SAneg. 

Delivered of male child 
9/7/50 

10 

1 

i fi.a. 

21 

14 months 

11/6/47 

13/22/6 

Gravida 0; Rh Positive; 
severe dj'smenorrhea 

Delivered of male child 
1/14/49; of female 
child 8/29/51 

11 

; A. 8. 

1 27 

i 

j 7 years 

j 

4/21/4S 

14/28/7 

Gravida 2, para 1; 1 mis- 
cani.age; 1 child 5 j'ears 
old; no pregnanc 3 ' 4 

3 -eai's; US neg.; SA neg. 

Delivered of male child 
3/4/51 

12 

i:.t'. 

i 31 

( 

j 1'4 yc.ar.^ 

i 

1 9/20/4S 

( 

1 

1 

12/2S/4 

Gravida 0; US neg.; 

S.A neg. 

Inconsistent with medi¬ 
cation; seen onl 3 ' 2-3 
times 3 'early 

13 

(I.S. 

24 

: 14 montli.; 

1 10/12/4S 

13/2S/6 

Gravida 0; US neg.; S.A. 
neg.; infantile uterus 

Delivered of male child 
6/14/50 

11 

WAV. 

2f. 

G year^ 

10 24 IS 

14/2S/7 

Gr.ivida 1; para 1; no 
pregnancy 2 3 ’ears 

Delivered of female child 
11/6/49 

i:. 

IM'. 

31 

1 ycai> 

1 13 49 

13.30'5 

Gravida 0; Uh Positive 

Delivered of male child 
11/9/50 

If. 

P.H. 

19 

o ytMT'"* 

I IS to 

12 29 4 

Gravida 0 

Delivered of male child 
7/2/50 

I « 

i; u. 

2.'! 

2 yr.i:- 

3 9 49 

12 2S 4 

Gnivida 0: .severe d 3 ’.s- 
riienorrhea; infantile 
utenis 

Delivered of female child 
8/22/50 



























Table 1 .—General Data* — (Continued) 



Patient 

Age 

Mairied 

Fiist 

Menstruat- 
inR Cycle 

Status 

Result 

18 

A.G. 

2S 

4 years 

9/1G/49 

13/28/5 

Gravida 0; US ncR.; 

S.V ncg. 

Xot consistent with med¬ 
ication; not seen since 
February 1951 

19 

M.W. 

30 

7 years 

11/20/49 

I2/2S/5 

Gravida 5, para 1; 1 ciiUd 

3 years old; previous 
spontaneous abortion at 
2-3 months; US ncR.; 

SA neg. 

Delivered of male child 
12/10/50 

20 

A K. 

24 

4 years 

11/3/49 ! 

13/30/7 

1 

Gravida 0, US neg.; 

SA neg. 

Delivered of male child 
11/24/50 

21 

J.F. 

24 

2 years 

12/28/49 

13/30/5 

Gravida 0; Rh pos.; 
infantile uterus 

Delivered of male child 
2/9/51; now pregnant 

22 

J.H. 

28 

2 years 

3/29/50 

12/30/0 

1 

Gravida 0 

Delivered of female child 
2/20/51 

23 

H.K. 

31 

4 years 

1 4/19/50 

14/30/3 

Grax'ida 0 

Xow pregnant; due 

8/6/52 

24 

, A.M. 

41 

4 years 

9/1/50 

15/29/5 

Gravida 0; US neg.; 

S.V neg. 

Delivered of male child 
11/21/51 (cesarean) 

25 

J.K. 

21 

16 months 

10/1/50 

12/30/8 

Gravida 0; US neg.; SA 
neg.; profuse bleeding 

Deliveretl of male child 
2/11/52 

26 

J.H. 

20 

2 years 

1/17/51 

11/28/4 

Gravida 0; US ncg.; 

S.V neg. 

Delivered of female child 
3/7/52 

27 

K.D. 

21 

4 ycnr.s 

2/14/51 

13/28/C 

1 

Gnivida 0; infantile uterus 

Delivered of male child 
1/16/52 

28 

E.Il. 

30 

1 year 

G/15/51 

12/30/5 

Gravida 0 

Xow pregnant; due 

4/9/52 

29 

M.L. 

30 

6 years 

7/27/51 

13/28/C 

Gravida 0, US neg ; 

S.\ neg. 

Xo result to date 

30 

'M.h 

30 

0 years 

7/27/51 

! 13/28/G 

Gravida 0; infantile 
uterus; US neg., SA neg. 

No result to date 

31 

I.H. ■ 

33 

5 years 

10/1/51 

' 11/28/5 

1 

Gravida 0; severe dys¬ 
menorrhea; US ncg.; 

SA ncg. 

Xo result to date 

32 

A.F. 

30 

10 years 

10/3/51 

12/26-32/4 

Gravida 1, para 1, child 
tiled of strangulation 3 
years ago; no contra¬ 
ception since 

Now pregnant; due 

9/24/52 

33 

1 J Z. 

19 

3 years 

10/24/51 

1 14/28/5 

Gravida 0; profuse bleed¬ 
ing; US neg.; SA neg. 

Xo result to date 

34 

D \V. 

19 

14 months 

12/19/51 

10/32/3 

Gravida 0, BMR neg ; 

US neg.; SA neg. 

Xo result to d.ate 

35 

M S 

21 

18 montlis 

1/5/52 

13/30/5 

Gravida 2, para 0, 2 
spontaneous abortions 
2/51, 10/51, amenor¬ 
rhea since 10/51; Rh 
pos.; BMR plus 18 

Xo result to date 

36 

M.B. 

23 

18 months 

1/7/52 

13/28/4 

Gravida 1, para 0; spon¬ 
taneous alxirtion at 2 
months 1/51 

No result to date 
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Table 2. — Time Required to Achieve Conception* 

Period in No. of 

iMonths Patients 


1 

2 

3 

4 

5 

7 

8 
9 

11 

13 

16 

19 

26 

29 

38 


1 

3 

1 

2 

5 

2 

1 

.2 

1 

2 

1 

1 

1 

1 

1 


Six of these women have had more than one 
pregnancy without further medication. They have 
not been included in the statistics. In all' there 
have been 33 pregnancies. 


tion. Miller. Schulz and Anderson con¬ 
cluded that every normal, regularly men¬ 
struating woman has a definite ovulation 
lieriod. Cohabitation must be properly 
timed with ovulation if pregnancy is to 
result.- Ovulation is demonstrated by (a) 
endometrial biopsy on the first day of the 
menstrual period or three to five days 
before, which gives an index of proges- 
tional activity’-; (b) pregnandial estima¬ 
tion of the urine specimen, and (c) graphic 
representation of body temperature, which 
is based on the studies of Knaus and 
Oginos. Of the three, the graphic chart 
may be the only one within the economic 
reach of some couples. When complete 
studies cannot be made, this can be of 
great value. It reveals how follicle rupture 
and corpus luteum formation tend to raise 
temperature and give a higher level curve 
in the second half of the cycle. This tem¬ 
perature rise is maintained at postovula¬ 
tion level by progesterone.^ The period 
of temperature change is the fertile period. 
A tyjncal tem]ierature curve may suggest 
Gfiective hormone function.’- 

The close relation of estrogen to ovula- 
tem, priming of the uterus and proper P„ 
the v;.gina and cervix is definite. In 
....■■I,;. ca>cs oi sterility estrogen deficiency 
causative factor. It is 
‘^’■•’rtrian hypofunction with 
tm.y rovea.l endocrine deficiency 


and manifest itself by definite menstrual 
irregularity in periodicity and amount.’" 
Insufficient endocrine stimulus will give 
insufficient endometrial support.” A hypo¬ 
plastic or infantile uterus is usually asso¬ 
ciated with an endocrine deficiency and 
is encountered rather often in women pre¬ 
senting a sterility problem.’'’ Even in¬ 
active spermatozoa in cervical secretion 
may be due to estrogen deficiency.’® 

Since genital hypoplasia is one of the 
most common causes of sterility,® it was 
decided to employ estrogen therapy in the 
cases in this study. Estrogens are indi¬ 
cated for patients wnth primary ovarian 
dj’'sfunction, in order to overcome symp¬ 
toms of primary estrogen deficiency, in¬ 
hibit excessive pituitary function and give 
the ovary a period of physiologic rest.” 
Before this therapy was initiated all pa¬ 
tients were examined for visible or palpa¬ 
ble pathologic change. Whenever possible, 
a Rubin insufflation test and a sperm anal¬ 
ysis were done. Temperature graph charts 
were used in each case, because endo¬ 
metrial biopsj^ and urine hormone assays 
\vere financially beyond the patients’ 
I'each, especially after the expense of a 
Rubin insufflation and a sperm test. 

The dosage of estrogen was the next 
big consideration. The ovarian hormones 
are delicately balanced. Disturbance of 
an 3 ' one will affect the others. Experi- 
mentallj’^ it has been shown that estrogen 
in large doses prevents the proper action 
of progestin.® It depresses follicle-stimu¬ 
lating hormones, prolongs the cycle and 
postpones ovulation. This defeats the 
main hope of treatment, maintaining 
ovarian function. Small amounts of estro¬ 
gen are sufficient to produce growth of the 
endometrium and can be administered 
throughout the cjxle. This will be of great 
help in cases of functional sterility, for 
it improves the functions and secretions 
of a hj'poplastic uterus.® The purpose of 
this stud\' was to give estrogen in suffi¬ 
cient amounts to (a) stimulate ovulation; 

(b) stimulate and prepare the uterus; 

(c) prepare the vagina (Pi,), and (d) 
prepare the proper cervical plug (Pi,). 
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All patients were given small doses of 
oral estrogen, 0.3 mg. three times a day, 
and temperature graphs were given. They 
were checked evei'y two weeks or monthly 
whenever possible. Oral estrogen was not 
taken during the menses. The values 
of the vagina and cervix were checked 
each time. Several patients complained of 
mammary engorgement but not enough 
to hinder the routine prescribed. 

All of these cases were studied in a 
community with the nearest hospitals 15 
to 20 miles away. Because of economic 
stringency, not all laboratory procedures 
could be done. Nevertheless, of the 36 
patients 25 conceived, 18 of them within 
a year. The time required to achieve con¬ 
ception is .shown in Table 2. 

SUMMARY AND CONCLUSIONS 

The author discusses sterility in pa¬ 
tients who are free of any demonstrable 
or palpable pathologic change. Some of 
these require only a little help in endocrine 
balance. Because some success has been 
achieved, this presentation is submitted 
in the hope that others may likewise suc¬ 
ceed by use of this method. 

Author's Note: Deep appreciation is 
expressed to Dr. J. V. Eicci for his many 
helpful suggestions. 

RESUMEN 

Se discute la esterilidad en pacientes 
libres de cualquier modificacion patologica 
demostrable o palpable. En algunos casos 
se requiere solamente una pequena ayuda 
para el equilibrio endocrine. En virtud 
de haberse obtenido algun exito, se hace la 
presentacion al respecto, con la esperanza 
de ■ que algunos otros puedan obtenerlo 
tambien con el metodo que se refiere. 

ZUSAMMENFASSUNG UNO SCHLUSSFOLGERUNGEN 

Der Verfasser eroertert das Problem 
der Sterilitaet bei Kranken, die keinerlei 
tastbare oder sonst nachweisbare Krank- 
heitsbefunde zeigen. Manchen von diesen 
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kann mit einer geringen Unterstuetzung 
des endokrinen Gleichgewichts geholfen 
werden. Die Arbeit wird im Hinblick auf 
einige erzielte Eesultate vorgelegt, die zu 
der Hoffnung berechtigen, dass auch- 
andere mit der gleichen Methode Erfolge 
erzielen moegen. 


CONCLUSION! RIASSUNTIVE 

L’Autore tratta della sterilita in donne 
che non presentano alcun carattere pato- 
logico dimostrabile. Alcune di esse necessi- 
tano solo di un piccolo aiuto nel bilancio 
endocrine. Qualche successo e state ot- 
tenuto, e viene ricordato nella speranza 
che altri ne seguano con I’uso di tale 
metodo. 

RfiSUMfi 

L’Auteur discute des causes de sterilitd 
chez des patients ayant aucune modifica¬ 
tion pathologique visible. Ils peuvent gtre 
ameliores par une therapie endocrinienne. 
A cause des succes d^k obtenus, I’Auteur 
presente ses constatations dans ]*espoir 
d'en soulager d’autres affectfe de la mSme 
faqcon. 

SUMARIO E CONCLUSOES 

0 autor discute a esterilidade em pa¬ 
cientes livres de qualquer alteraqao pato¬ 
logica palpavel ou demonstravel. Algumas 
dessas requerem somente uma pequena 
ajuda ao balance endocrine. Porque al- 
gum resultado foi conseguido, esta apre- 
sentaqao e feita, na esperanqa de que out- 
ros possam ser igualmente bem sucedidos 
com o uso deste metodo. 
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Fellowships Offered by Brazilian and Argentine Chapters 

The Brazilian Chapter of the International College of Surgeons is offering 
three Fellowships annually to Argentine medical students. The following Fellow¬ 
ships are available: 

One Fellowship in Thoracic Surgery in Rio de Janeiro, Sao Paulo or 
Santos. 

One Fellowship in Abdominal Surgery in Rio de Janeiro, Sao Paulo, 
Santos or Bahia. 

One Fellowship in a surgical specialty. Anesthesiology, Radiology, or 
Public Sanitation in Rio de Janeiro, Sao Paulo, or Santos. 

Tlie Fellowships will consist of one or possiblj’ two months’ training between 
April and November, inclusive. The recipients will receive complete maintenance 
and the sum of two thousand Cruzeiros. 

The officers of the Brazilian Chapter will advise the Argentine Chapter an¬ 
nually of the hospitals which will offer Fellowships. 

The Argentine Chapter will offer three scholarships to Brazilian medical 
students. 

The following Fellowships now being offered by the Brazilian Chapter: 
Orthopedics and Traumatology' 

Hospital das Clinicas—Prof. Dr. Godoy' Moreira, Sao Paulo. 

Anesthesiology 

Hospital Central da Santa Casa de Misericordia de Sao Paulo. Prof. Dr. 
Roberto Araujo. 

Abdominal Surcers' 

^ ^ • 

.^anatorio Sao Lucas—Prof. Dr. Eurico Branco Ribeiro, Sao Paulo. 
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Cystic Teratomas j A iReview of Eighty-two 

Cases 

MAURICE M. SILVERMAN, M.D., F.I.C.S., and 
EMIL J. ALBAN JR., M.D. 

DETROIT 


F or many years cystic teratoma has 
been designated “ovarian dermoid.” 
A dermoid cyst by definition is a form 
of congenital cyst including ectodermal 
components, chiefly skin, teeth and hair. 
In recent years it has been shown that as 
many as 93 per cent of these cysts contain 
mesodermal elements, and that endodermal 
structures are present in 71 per cent; the 
entity should, therefore, be called cystic 
teratoma. This study was undertaken in 
the hope that, in reviewing a series as 
large as the one to be presented, some cor¬ 
relation might be made between clinical 
signs and symptoms and surgical obser¬ 
vations. 

A summary of the historical data as re¬ 
viewed by BlackweIR and his associates re¬ 
veals that one of the earliest notations of 
a "dermoid cyst” was made by Johannes 
Scultetus in 1659. Lebert was first credited 
with using the term “dermoid cyst,” and 
he published his work in 1853. Kohlrousch 
first described sudoriferous glands in these 
cysts ten years earlier. Steinlin first re¬ 
ported nerve tissue present in a dermoid 
in 1850. In 1859 Virchow observed a cere¬ 
bellumlike structure in a dermoid, and in 
1860 Salter described nerve tissue in the 
pulp of the teeth in these tumors. In the 
same year Heschl observed several pieces 
of bone connected by a false joint lined 
by periosteum. In 1888 mammary glands 
were noted by Bland Sutton. Pommer de¬ 
scribed tissue resembling cecum and ap¬ 
pendix in 1890, and in 1935 Schottenfeld= 
also reported a dermoid cyst containing 
an appendix and a portion of ileum. In 
1895 thyroid tissue was described by 
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Wilms. Boyd observed an adrenal in one 
of these cysts in the early 1900’s, and 
Wilms later described a rudiment of lung. 
Since then nearly every structure in the 
human body has been reported as present 
in a “dermoid”^ 

Etiologic Background. —There are two 
main theories as to the origin of the cystic 
teratoma: ( 1 ) that it represents partheno¬ 
genesis of an unfertilized ovum, and (2) 
that it arises from misplaced blastomeres. 
The former theory assumes that a tera¬ 
toma arises from an unfertilized ovum 
after some stimulation from an unknown 
and nonspecific stimulus. Pricking the 
ovaries of frogs with a needle sometimes 
results in the development of complicated 
teratomas, but parthenogenesis in mam¬ 
mals has never been achieved beyond the 
production of a small number of undif¬ 
ferentiated cells. In experiments with 
rodents these undifferentiated cells re¬ 
semble early morulae. Another argument 
against this theory is that, in the normal 
growth of a fertilized ovum, development 
of chorionic tissue at first surpasses de¬ 
velopment of fetal tissue. Therefore, if a 
teratoma represented a neoplastic develop-, 
ment of an ovum there would be a large 
proportion of chorionic placental tissue. 
The contrary, however, is true; not even 
early **dermoids” contain chorionic or 
placental tissue. One might conclude, 
therefore, that they originate from cells 
having potentialities to form such tissues. 
One would also expect a greater frequency 
of teratomas if it were possible for a 
teratoma to spring from an unfertilized 
ovum. In this theory, too, there is no 
explanation of the fact that in a dermoid 
the tissues are of -itJe o 
body only; eit ]e 
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The second theory centers about mis¬ 
placed blastomeres. Bonnet, by agitating 
an ovum,^ was able to dislodge a blasto- 
mere, which resulted in the formation of 
a second body. Holtfreter killed all the 
cells of a morula of a triton except four 
and kept these alive in Ringer’s solution. 
In nine days the four cells had produced 
an irregular elongated body, not unlike a 
teratoma. 

According to Anderson,^ there are three 
parts of the blastomere theory: 

1. In the morula phase of embryo- 
genesis, totipotent cells are present which 
have the prospective potentiality of form¬ 
ing (a) placental-chorionic, (b) primor¬ 
dial-germinal and (c) somatic cells of all 
three germinal layers. Under normal con¬ 
ditions they split into cells with placental- 
chorionic potentialities and cells with pri¬ 
mordial-germinal plus somatic potentiali¬ 
ties. The latter form the embryo, and the 
former enter the gonad to become organiz¬ 
ing germ cells. If, by error, the splitting 
occurs not before but after the cell has 
entered the gonad, the cell with the somatic 
potentialities later may give origin to a 
primary triphyllomatous teratoma, which 
in the course of its development may be¬ 
come reduced to a biphylloma or even a 
monophylloma. This theory, proposed by 
Ingier, holds for both the ovary and the 
testicles. 

2. If a totipotent cell is misplaced into 
the area of the prospective gonad, it may 
later on give origin to a chorionic-epithe- 
liomatous tumor bj”^ the placental-chorionic 
component, or to a triphyllomatous tera¬ 
toma by the somatic component, or to a 
mixture of the two. This also holds for 
the testicle. 

3. The third part of this theory holds 
that somatic blastomeres of a later stage, 
at the time of differentiation in three 


germinal layers, or thereafter, become mis¬ 
placed into the parenchyma of the gonad 
Thus somatic potentialities of one, twc 
or three germinal layers may be acquired 
or possessed according to the time of di.s- 
p’ac'.n’.,-nt, and hence determine the pos- 
eonipunents of a resulting teratoma 


As somatic potentialities only are pos¬ 
sessed, there is no production of chorionic 
tissue or primordial genital cells. If the 
blastomere is misplaced to other than a 
gonadal area an extragenital teratoma 
may develop. The greater frequency of 
tissues from the head region in “dermoids” 
points to blastomere displacement oc¬ 
curring early in embryogenesis, when the 
prospective gonadal tissue is located 
nearer the head pole of the body than it 
is later, when a descent toward the pelvic 
region is under way. 

This theory has gained favor, but why 
should these cysts have a predilection for 
the ovary? In 1831 Leblanc found a “der¬ 
moid cyst” at the base of the skull of a 
horse.^ One would expect from this theory 
to find teratomas throughout the body, 
which only proves that the etiologic data 
are still not conclusive. 

For this study, 82 cases of cystic tera¬ 
toma removed at operation at Mount 
Carmel Hospital over a ten-year period 
(from January 1939 to December 1948) 
were reviewed. 

The incidence of “dermoids” generally 
accounts for 10 to 15 per cent of all ovarian 
tumors, but in this series the incidence 
was 6.9 per cent. There was a slight pre¬ 
dilection for the left ovary. The cysts are 
usually listed as bilateral (from 2 to 
15 per cent) although some authors go 
as high as 25 per cent.® In only 8.54 per 
cent of our cases was the condition bi¬ 
lateral (Table 1). 

Cystic teratomas occur in persons of all 
ages (Table 2) but are primarily a condi¬ 
tion of the young. The greatest incidence 
was between puberty and the age of 40, 
the average age being 33 years. The 
youngest patient in this series was 11 
years old, and the cyst was removed be¬ 
fore the onset of the menarche. The case 
of a girl aged 5, with torsion, was reported 
by Benoist® in 1941, and the same condi¬ 
tion in a child aged 26 months by Delthib 
in 1937. The oldest patient in this series 
was 67 years of age. 

Grossly the cysts are smooth and glisten¬ 
ing. The color is usually grayish white or 
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yellowish gray. They are usually globular 
and rarely exceed the size of a baby’s 
head. The cavity contains an oily sub¬ 
stance at body temperature, which makes 
the cyst soft, but at room temperature this 
material solidifies. Usually tangled hair 
and occasionally teeth and bone are found 
in the oily material. At one point in the 
lining of the cyst there is always a projec¬ 
tion called the nipple, or dermoid tubercle. 
This may vary in size from a small thick¬ 
ening to a bridge across the whole cyst, 
and is covered with skin having stratified 
squamous epithelium, hair follicles, seba¬ 
ceous glands and sweat glands. Opposite 
this site the cyst is usually lined with flat- 
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Table 1.— Location of Cysts 

Number Per Cent 

kfght ova'Jy . 1“ 

.1. tl! 

Table 2.— Incidence as to Age 

No. of Patients 

Ifi-on . 2 


41-45 . 

4C-S0 .. 10 

51-65 . 0 

5C-60 . 2 

61-05 . 0 

66-70 . 0 


tened squamous epithelium and usually 
devoid of hair follicles or glands. The vari¬ 
ous elements from all three germinal lay¬ 
ers are found in the dermoid process. 

The pigmentation of the skin in a "der¬ 
moid” is similar to that of the bearer, or 
lighter in tone. In light-complexioned 
women there is usually no pigment. In 
dark-complexioned women there are usu¬ 
ally a few pigment granules in the basal 
layer of the dermoid epithelium, and dur¬ 
ing pregnancy they may acquire a pig¬ 
mentation corresponding to a chloasma of 
pregnancy, which would fade after the 
pregnancy had terminated. In Negroes 
there is an abundance of melanin in the 
basal layer of the epithelium. 

The hair color of a dermoid usually re¬ 
sembles that of the bearer also. It may 
be lighter, owing to the small amount of 
pigment, but is never darker. If bilateral 
dermoids are present, both with hair, they 
may be of different colors, but the color 
still follows the aforedescribed pattern. 

The teeth observed in “dermoids” may 
be of either the first or the second denti¬ 
tion, but are usually of the latter. As a 
rule they resemble incisors or molars, but 
rarely canines. The roots may be either 
single or bifurcated. The teeth are gen¬ 
erally well formed, the nerves and pulp 
being of normal size and form. If two or 
more teeth are present they are either on 
the right or the left side. A combination 
of teeth from both right and left has never 
been observed. 


The incidence of teeth in this series was 
interest was the 
chief complaint of one of our patients; 
nhile haying a wisdom tooth extracted by 
her dentist, she swallowed the tooth and 
was brought to Mount Carmel for a local- 

the presence of two teeth, and it was cor¬ 
rectly postulated that, in addition to the 
swallowed molar, an asymptomatic cystic 
teratoma was present. 

Microscopically these cysts contain a 

tZ'if The squamous epi¬ 

thelium has already been described. Ecto¬ 
dermal elements have been described in 
100 per cent of cases. Skin, hair follicles 
and sebaceous glands are the most fre 
quent. The mesodermal elements most 
frequently seen are connective tissue 
smooth muscle, bone and cartilage The 
bones are usually the flat bones of the skull 
or jaw. Endodermal structures include 
jntestinal epithelium, salivary glandular 
tissue and fatty tissue. Therbis no doubt 
that, if a larger number of sections were 

® percentage 

of all three germinal layers would be 
found. Quinland,* in a review of 52 cases 
also expressed preference for the term’ 
cystic teratoma, since structures of two 
or all three germinal layers were included 
in groivths whose components were pre¬ 
dominantly ectodermal. 

Clinically the most consistent symptom 
was pain, which was present in 74 4 per 
cent of the cases. It was described usually 
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Table 3.— Incidence and Duration of Complaint on Admission 


Complaint 

Incidence 

24 hours 

48 hours 

a 

o 

c 

o 

H 

1—H 

CO 

c 

o 

H 

(N 

3 months 

CO 

JZ 

c 

o 

s 

CO 

JZ 

c 

o 

S 

lO 

6 months 

9 months 

1 year 

2 years 

3 years 

4 years 

5 years 

CO 

c3 

o 

o 

12 

c3 

O 

>> 

00 

Unrecorded 

Pain R.L.Q. 



3 

2 

2 

1 

1 

2 


1 

1 

3 

1 





1 

5 

L.L.Q. 

U 



1 

2 

1 

i 



1 

1 


1 

1 

2 





2 

Backache. 

4 




1 



1 

1 










1 

Both lower quadrants. 

24 

2 

2 

1 

1 

2 



3 

2 

2 

1 




1 


2 


6 

Mass .Abdominal enlargement. 

8 



1 



1 



1 

1 

1 



1 

1 

! 

1 

■ 

g 

With pregnancy. 


I 



No 

Coi 

1 

npla 

lints 










■ 

■ 

Interfered with labor. 

B 

1 

i 



1 

1 












■ 

■ 

Routine examination. 

■ 

1 



No 

Coi 

1 

npla 

1 

lints 










■ 

g 

Menorrhagia with fibroids. 

4 




2 


1 


1 

1 







1 


1 


Menorrhagia—no lesion. 

1 





i 


1 









1 



Fatigue. 

2 









1 


1 






j 

i 



as intermittent and varied from a dull 
ache to a sharp pain, the latter usually 
associated with torsion. The pain was 
not necessarily confined to the quadrant 
involving the pathologic condition. It was 
more commonly present in either the right 
lower quadrant or both lower quadrants, 
whereas the cysts were found, in this 
series, more frequently on the left. The 
duration of the pain was from a few hours 
to eight years. In 14 cases, or 17.1 per 
cent, the duration of pain was unrecorded. 
Table 3 lists the incidence and duration 
of the complaint on admission. In 8 cases 
the admitting symptom was abdominal 
enlargement. In 5 cases a mass was dis¬ 
covered during pregnancy, of which two 
were found interfering with the normal 
de.-^cent of the fetus during labor. In 5 
other cases the dermoid cysts were dis¬ 
covered at routine examination. In two 
tne chief complaint was fatigue, and phy.s- 
:cal examination revealed the presence of 
cv'tic teratomas (Table 4). 

In t ci.-^es there was associated menor- 
' ut 3 of the patients in these cases 


overlapped into the 74.4 per cent who 
complained chiefly of pain. Menstrual ir¬ 
regularity was not the cause except when 
associated with other lesions, and appears 
not to be a symptom characteristic of 
these cysts. 

At the time of operation there were 13 
single girls among the patients. Of the 
remainder, 69 married women, 22, or 26.8 
per cent, had never been pregnant. It is 
generally accepted that these tumors do 
not contribute to sterility. Andrews,® in 
a report of a case of bilateral ovarian 
dermoids complicating pregnancy, re¬ 
viewed the literature and noted 43 other 
such cases, in 12 of which the patient was 
in the first trimester of pregnancy. All 
43 patients were treated with bilateral 
oophorectomy. There were 6 abortions, 
the rest proceeding to term. Of the 12 
women in the first trimester of pregnancy, 
2 had abortions and the remaining 10 
went to term. Berlind’® in 1947 reported 
a case of bilateral dermoids, uterine fi¬ 
broids and pregnancy. Robinson” in 1945 
reported a case of bilateral dermoids with 
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a high degree of fertility in a 40-year-old 
woman who had borne 12 children. He 
assumed that both ovaries must have been 
affected by these tumors during several 
of her later pregnancies. 

An admitting diagnosis of ovarian cyst 
was made correctly in 35 cases, an aver¬ 
age of 42.7 per cent. In 18 of these cases, 
or a little over one-half, it was undeter¬ 
mined whether the right or left side was 
involved; in 10 it was the right side and 
in 7 the ieft. In 3 cases the diagnosis of 
cystic teratoma was made before admis¬ 
sion, purely on roentgen evidence. Leio- 
myofibroma was the next most common 
diagnosis in this series, with a total of 
16 cases. There were 7 diagnoses of acute 
appendicitis, with rupture. Four patients 
were admitted with a diagnosis of pelvic 
mass and 3 others with uterine retrover¬ 
sion. There were 5 full-term pregnancies 
with associated ovarian cysts, 3 of which 
were electiveiy sectioned and the other 2 
sectioned because of obstructed labor. 
Other common pelvic and abdominal con¬ 
ditions accounted for the remaining ad¬ 
mitting diagnoses (Table 5). 

Complications were minimal and are 
listed in Table 6. At the time of operation, 
one cyst was found to have been previ¬ 
ously ruptured. There were 5 cases in 
which a twisted pedicle was present, and 
in these cases the pain was of acute onset 
and referred to the pathologic side. Two 
patients in this group were admitted with 
this diagnosis, 2 with a diagnosis of acute 
appendicitis and the other with the diag¬ 
nosis of pernicious vomiting in a patient 
of six months’ gestation. There was one 
suppurating cyst. In 8 cases the cysts 
were ruptured during operation, and in 
1 case a hemorrhage into the large bowel 
developed but was controlled. All of 
these patients recovered uneventfully. 
Postoperatively there were complications 
in only 2 cases, in both of which the pa¬ 
tients had postoperative psychoses. One 
was transferred at the end of seven days 
and the other at the end of five days for 
further psychiatric care. At the time of 
transfer their psychotic condition had not 
improved. 
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Table 4.— Symptoms on Admission 


Symptom 

Cases 

Per Cent 

1. Pain . 

. 6i 

74.4 

R. L. Q. 

. 22 

26.8 

L. L. Q. 

. 11 

13.4 

Both L. Q.'s. 

. 24 

29.3 

Backache ............. 

. 4 

4.9 


. 8 

9.7 

3. • ■ ■ ■ ■ 

5 

6.1 

4. 

5 

6.1 

5. Fatigue ....... 

. 2 

2.4 

6. Menorrhagia (no associated 



lesion) . 

1 

1.2 


Table 5. —Diaynoscs on Admission 


Diagnosis 

Cases 

Per Cent 

Ovarian cyst . 

. 35 

42.69 

Cystic teratoma . 

. 3 

3.66 

Leiomyofibroma . 

. 16 

19.51 

Pelvic mass . 

. 4 

4.87 

Acute appendicitis . 

. 7 

8.53 

Uterine retroversion . 

. 3 

3.66 

Term pregnancy .. 

. 5 

6.10 

Pelvic inflammatory disease . 

. 2 

2.44 

Pernicious vomiting. 

1 

1.22 

Endometritis . 

1 

1.22 

Salpingitis . 

. 1 

1.22 

Pyelitis . 

1 

1.22 

Gastroenteritis . 

. 1 

1.22 

Acute abdominal disease .,.. 

1 

1.22 

Mesenteric cyst. 

. 1 

1.22 


Table 6. —Incidence of Complications 


Complications 

Cases 

Per Cent 

Preoperative 

Twisted pedicle . 

.. 5 

6.10 

Ruptured cyst . 

.. 1 

1.22 

Suppuration of cyst. 

.. 1 

1.22 

Operative 

Ruptured cyst . 

.. 8 

9.75 

Hemorrhage into bowel .. 

1 

1.22 

Postoperative 

Postoperative psychosis .. 

2 

2.44 


Malignant degeneration occurred in 
only 1 case, a percentage of 1.22, which 
closely parallels the 1.7 per cent reported 
by Counsellar and Wellbrock in 1941.'= 
It was a squamous cell carcinoma, the most 
frequent type of malignant transforma¬ 
tion in a cystic teratoma. Glandular carci¬ 
nomas and sarcomas may occur but are 
very rare. Argentaffin carcinoma arising 
in a cystic teratoma is extremely rare, and 
his been reported in the literature only 4 
times.'* 

There were no deaths in our 82 cases. 

SUMMARY AND CONCLUSIONS 

1. The group of cysts here discussed 
should properly be called ci'Stic teratomas 
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instead of dermoids. There is no doubt 
that if a greater number of sections were 
made a greater percentage of all three 
germinal layers would be observed. The 
term “dermoid,” however, will probably 
persist in the literature like the incorrect 
term “fibroid.” 

2. The misplaced blastomere theory is 
probably the best of the theoretic explana¬ 
tions. 

3. The incidence of “dermoids” is listed 
as 10 to 15 per cent, but in this series the 
percentage was 6.9. 

4. Cystic teratomas occur most com¬ 
monly in the young, although no age is 
exempt. The average age of our patients 
was 33 years. 

5. Clinically pain was the most com¬ 
mon symptom, being present in 74.4 per 
cent. 

6. Menstrual irregularities were not a 
characteristic feature. 

7. It is generally accepted that these 
cysts do not contribute to sterility. The 
majority occur during the reproductive 
period and are compatible with pregnancy. 
For this reason conservative surgical 
treatment, as stressed b 5 '’ Cotte^'* and 
others, cannot be overemphasized. 

8. Eight and five-tenths per cent of the 
cysts were bilateral. 

9. Malignant degeneration occurred in 
1.2 per cent. 

10. The diagnosis of ovarian cyst was 
made preoperatively in 42.7 per cent of 
the cases. The most common mistaken 
diagnoses were leiomyofibroma, acute ap¬ 
pendicitis and pelvic masses. 

CONCLUSION! RIASSUNTIVE 

1. Le cisti di cui si parla dovrebbero 
essere piuttosto chiamate teratomi cistici 
anziche dermoidi. Non vi e dubbio che 
moltiplicando le sezioni istologiche si 
potrebbero rintracciare con maggior fre- 
G.uenza i .3 strati germinali. II termine di 

dormoido’.’ tuttavia, rimarra nella let- 
teratura come I’improprio “fibroide”. 

I-:i. tcoria dei blastomeri aberranti 

protaujiimente la piii giusta. 


3. La frequenza dei “dermoidi” e sta- 
bilita sul 10-15% ma nella serie presentata 
e del 6,9%. 

4. II teratoma cistico si presenta comu- 
nemente nei giovani ma nessuna eta ne va 
immune. Nei nostri pazienti I’eta media 
fu 33 anni. 

5. II segno clinico piu comune fu il 
dolore, presente nei 74,4% dei casi. 

6. Le irregolarita mestruali non sono 
un segno caratteristico. 

7. E’ noto che tali cisti non contribuis- 
cono alia sterilita. La maggior parte di 
esse si verificanonel periodo fecondo e sono 
compatibili con la gravidanza. Per tale 
ragione la cura chirurgica, cosi come e 
stata caldeggiata da Cotte e altri, non deve 
essere sopravalutata. 

8. L’81/2% delle cisti erano bilaterali. 

9. La degenerazione maligna si verified 
nell’ 1,2%. 

10. La diagnosi di cisti ovarica fu fatta 
preoperatoriamente nei 42,7% dei casi. I 
piu comuni errori diagnostici furono: 
leiomiofibroma, appendicite acuta, massa 
pelvica. 

RESUME 

1. Le groupe de kystes ici rapportes 
devraient etre etiquetes teratome kystique 
plutot que dermoide. Si une plus grande 
quantite de coupes histologiques etaient 
faites on trouverait une plus grande quan¬ 
tite de tranches germinales. Toutefois, la 
terminologie dermoide persisterait telle 
que le terme incorrect de “fibroide.” 

2. La theorie deplacee de blastomere 
est probablement la meilleure explication. 

3. La frequence des “dermoides” est 
de 10 a 15%, cependant cette serie a un 
pourcentage de 6.9. 

4. Les jeunes en sont les plus affectes, 
meme si tous les ages en souffrent. L’age 
moyen de nos patients est de 33 ans. 

5. La douleur est le symptome le plus 
frequent dans 74.4% des cas. 

6. Une irregularite menstruelle n’etait 
pas caracteristique. 

7. II est accepte que ces kystes n’occa- 
sionnent pas de sterilite. La plupart ont 
ete trouve durant la periode de production 
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et ne nuisent pas a la grossesse. C’est la 
raison pour laquelle Cottell et autres 
recommandent line procedure conservat- 
rice. 

8. 8.5% des kystes etaient bilateraux. 

J. Une degenerescence maligne fut 
presente dans 1.2% des cas. 

10. Le diagnostic preoperatoire de 
kyste de I’ovaire fut fait dans 42% des 
cas. L’erreur la plus frequente fut de 
leiomyofibrome, d’appendicite aigue ou de 
masse dans le bassin. 




SUMARIO E CONCLUSOES 

1-0 grupo de cistos aqui diseutidos 
deveria ser propriamente chamado de tera¬ 
tomas cisticos em vez de dermoides. Nao 
ha duvida de que si um grande numero de 
secqoes foi feito, uma grande percentagem 
de todos as tres camadas germinais deve- 
nam ser observadas. 0 termo "dermoide”, 
contudo, provavelmente persistira na lite- 
ratura, como o incorreto termo “fibroma”. 

2. A teoria do blastomero deslocado e 
provavelmente a melhor das explicacos 
teoricas. 

8. A incidencia de "dermoides” e agru- 
pada em 10 a 15 por cento, mas nesta seric 
a percentagem foi de 6,9. 

4. Os teratomas cisticos ocorrem mais 
comumente em jovens, embora nenhuma 
idade esteja isenta. A idade media de 
nossos pacientes foi de 33 anos. 

5. Clinicamente a dor foi o sintoma 
mais comum, sendo presente em 74,4 por 
cento. 

6. Irregularidades menstruaes nao fo- 
ram carateristicas. 

7. E geralmente aceito que estes cistos 
niio contribuem para a esterilidade. A 
maioria ocorre durante o periodo repro- 
dutivo e sao compativeis com a gravidez. 
Por esta razao o tratamento cirurgico 
conservative, Como realgado por Cotte e 
outros, nao pode ter sua importancia 
exagerada. 

8. Oito a cinco decimos por cento dos 
cistos foram bilaterias. 

9. Degeneraqao maligna ocorreti em 
1,2 por cento. 


feiJL® de cisto ovarico foi 

feito preoperatoriamente em 42,7 por cen- 

diagnostico foram feiomiofibroma, apendi- 
Cite aguda e massas pelvicas. 

ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 

^'■“^terte Gruppe von 
-7 ^ korrekterweise den Namen 

Before® ueblichen 

Bezeicbnung Dermoidzysten” tragen 
Zryeifellos koennten bei Anfertigung zahl- 
reicherer Schnitte in einer groesseren 
Anzahl der Faelle alle drei Keimlager 
nachgerviesen werden. Der Ausdruck 
Dermoidzyste” aber wird wahrscheinlich 
in der Literatur weiterleben aehnlich wie 
die ungenaue Bezeicbnung "Fibrom” 

2 Die Theorie der Blastomerenver- 
schleppung bietet wahrscheinlich die beste 
Eiklaerung der Entstehung der Tumoren. 

wird "Dermoide” 

wird mit 10-15% angegeben, betrug aber 
m der vorliegenden Serie 6,9%. 

4. Zystische Teratome treten im all- 
gemeinen bei jungen Leuten auf, obgleich 
kein Lebensalter verschont ist. Das Durch 

6. Stoerungen der Menstruation ge- 
hoerten n.cht zu den charakteristischen 
Zeichen der Erkrankung. 

7. Es wi>d allgemein angenommen 
dass diese ^sten nicht zur Sterilitaet 
beitragen. Die Mehrzahl der Erkran- 
kungen tritt im gebaerfaehigen Alter auf 
und bildet kein Schwangerschaftshinder- 

nis. Aus diesem Grunde kann, wie Cotte” 
und andere betont haben, nicht dringend 
genug darauf hingewiesen werden, dass 
die chirurgische Behandlung konservativ 
sein muss. 

8. 8,5% der Zysten waren doppelseitig. 

9. Boesartige Degeneration 
1,2% der Faelle vor. 

10. In 42,7% der Faelle w' 

Diagnose einer Eierstockszyste 
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Operation gestellt. Die haeufigsten Fehl- 
diagnosen waren Leiomyofibrom, akute 
Blinddarmentzuendung u n d Beckentu- 
moren. 

RESUMEN 

1. El grupo de quistes que se discute 
deberia llamarse apropiadamente de tera¬ 
tomas quisticos en vez de dermoides. No 
existe duda alguna de que si se hiciera un 
numero mayor de cortes, se observaria un 
porcentaje mayor de las tres capas germi- 
nales. Sin embargo, el termino “dermoide” 
persistira probablemente en la literatui'a 
en la propia forma incorrecta del termino 
“fibroide”. 

2. La teoria del desplazamiento blasto- 
merico es probablemente la mejor de las 
plicaciones teoricas. 

3. Se considera la incidencia de los 
“dermoides” del 10 al 15%, pero en la se- 
rie de que se trata fue de 6.9. 

4. Los teratomas quisticos ocurren or- 
dinariamente en el joven, aun cuando no 
se exceptiia ninguna edad. El promedio 
de los pacientes estudiados fue de 33 aiios 
de edad. 

5. Clinicamente, el dolon fue el sintoma 
mas frecuente, habiendose encontrado en 
el 74.4%. 

6. Las irregularidades menstruales no 
presentaron nada caracteristico. 

7. Se acepta generalmente que esto.s 
quistes no contribuyen a la esterilidad, 
ocurriendo la mayoria durante el periodo 


de reproduccion y siendo compatibles con 
el embarazo. Asi pues, por esta razon debe 
tenerse presente el tratamiento quirurgico 
conservador preconizado por Cotte y otros. 

8. Los quistes son bilaterales en el 
8.5%. 

9. La degenracion maligna se presenta 
en el 1.2%. 

10. El diagnostico de quisle ovarico se 
hizo preoperatoriamente en el 42.7% de 
los casos. Los diagnosticos erroneos mas 
frecuentes fueron leiomioma, apendicitis 
aguda y tumores pelvianos. 
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Williams^ Flexion Regime in the Treatment 
of Low Back Pain 

CARRUTH J WAGNER, M.D., F.A.C.S., F.I.C S. 

STATEN' ISLWD. NEW YORK 


A SURVEY of industrial beneficiaries 
treated in this service reveals that 
the majority were suffering from 
the syndrome of low back pain. After con¬ 
siderable probative experience with the 
Williams flexion technic’ the results of 
treatment with this method prompted a 
preliminary report.” It is my purpose at 
this time to bring my results up to date 
and present observations that may be of 
value in the understanding and use of 
this approach to an extremely difficult 
problem. 

The Williams theory contends that back¬ 
ache, as usually observed industrially, is 
based on changes in the disc between the 
portion of the lumbar mobile spine and 
the fixed sacral element, ordinarily at the 
lumbosacral joint. The upright position 
favors overdevelopment of the erector 
spinae group of muscles and hip flexors, 
with corresponding disuse atrophy of the 
glutei and abdominal muscles. As a re¬ 
sult, the pelvis with the fixed sacrum 
rotates downward, placing the lumbo¬ 
sacral joint in hyperextension. Although, 
as Hooten has observed, such a position of 
the pelvis assists measurably in prevent¬ 
ing escape of the abdominal viscera 
through the "back door,” the burden of 
weight-bearing falls upon the posterior 
or dorsal aspect of the lumbosacral disc. 
Wedging of the disc with posterior nar¬ 
rowing occurs and secondarily affects the 
facets, the integrity of which to some 
extent demands a normal intervertebral 
disc space. Subluxation occurs and, as de¬ 
generation and narrowing continue with 
the stress of weight-bearing, the superior 
articular processes of the first sacral ele- 
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ment migrate into the intervertebral fora¬ 
mens until, if long enough, they impinge 
upon the roof of this canal. 

This, basically, is the background for 
the syndrome of low back pain, and the 
aforementioned changes can be demon¬ 
strated both anatomically’” and roentgen- 
ologically,” Less commonly, these changes 
may be observed without hyperextension. 
Here, degeneration of the lumbosacral 
disc allows the settling of the body of the 
fifth luinbar vertebra upon the sacrum. 
Apery is usually demonstrable in the 
fourth and, to a lesser degree, in the third 
lumbar disc. Such a pathologic picture 
without hyperextension is always observed 
in persons of the asthenic body type and 
is apparently due to a primary intradisc 
degenerative process. 

With the increased pressure of weight¬ 
bearing on the posterior aspect of the disc, 
the annulus in this area easily succumbs; 
this explains the frequency of posterior 
prolapse of the nucleus pulposus.-' The 
incongruity of the facets leads to poor 
joint function, with degenerative arthritic 
changes and recurrent effusions. The 
nerve roots grow progressively larger and 
the foramens progressively smaller as one 
"descends the lumbar ladder.” With sub¬ 
luxation of the facets, the superior artic¬ 
ular process becomes the proverbial un¬ 
invited guest and is poorly tolerated by 
the already crowded nerve root. This en¬ 
croachment will proceed until the roof of 
the foramen is reached, the bodies meet, 
or the spinous processes “kiss” posteriorly! 

Age-old observations of changes ac! 
companying pain in the lower part of the 
back are easily identified as secondary to 
the aforedescribed process and not of the 
primary causal significance they were once 
thought to be. With acute exacerbations 
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Fipr. 1.—A, anteroposterior view of lumbosacral joint by usual technic. Note that disc is super¬ 
imposed on adjacent bodies and film is valueless in this respect. B, with the Williams technic, disc 
and lumbosacral facets are clearly depicted and narrowing detected. 


precipitated by hyperextension injuries to 
tlie incongruous facets, a lower threshold 
results in segmental hypersensitivity, so 
that even normal stimuli may produce 
pain.'’ This hypersensitivitj’’ develops 
gradually and probably explains the typi¬ 
cal muscle spasm, which usually becomes 
so pronounced as to be the dominant 
source of pain. The delaj^ in the develop¬ 
ment of segmental hypersensitivity ac¬ 
counts for the latent period between the 
injury and the onset of symptoms so com¬ 
monly elicited in the history of low back 
strain. Since the muscle spasm is the 
dominant source of pain, its relief by pro¬ 
caine injections, rest, physiotherapy, or 
merely time has served erroneously to 


implicate this tissue as the primary basis 
for the backache. With sustained or re¬ 
current muscle spasm, secondary fascial 
cuntracture.s are a natural sequel, but they 
are due primarily to the changes within 
<.hc joint. Ober s fasciotomy'^ and Soutter’.s 
s'.ri]iiiin;j- serve to overcome these con- 
tie.cUires a.nd may afford measurable re- 
;!v. but (>(. I',,,* ocirrect the basic underlying 
; criudition. 


, drapialic initial relief 

-.•-..wi aiit-r v.xeision of a prolapsed 


nucleus pulposus can be considered as 
evidence only that the immediate nerve 
root pressure has been relieved. Narrow¬ 
ing of the lumbosacral disc will continue 
unless measures are taken to prevent it. 
In fact, the muniment of evidence sup¬ 
porting the belief that the pain accom¬ 
panying the prolapse is due to nerve root 
pressure is not too substantial. I have 
repeatedly observed complete relief of the 
sciatica and pain without change in the 
hypesthesia, muscle weakness and absent 
reflex under the Williams flexion regimen 
and, at operation, demonstrated sustained 
nerve root pressure by the prplapsed 
nuclear substance. It has also been ob¬ 
served that complete relief of symptoms 
and signs of a prolapsed disc by conserva¬ 
tive methods is not necessarily accom¬ 
panied b}”^ reduction of the displaced sub¬ 
stance. Follow-up myelograms in a small 
series were unchanged in fully 50 per cent 
of the cases, apparently indicating that 
either the nerve root is able to accommo¬ 
date with the assistance of the flexed posi¬ 
tion or the symptoms and signs were not 
due to direct nerve root pressure at all 
but arose within the joint itself. 

-411 these factors lead me to emphasize 
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the importance of identifying the lumbo¬ 
sacral joint as the source of the low back 
pain and that such features as a prolapsed 
nucleus pulposus, contracted fascia, etc., 
are secondary incidental conditions, de¬ 
serving of treatment but not of prime 
casual importance. The fact that acute 
episodes resolve with other methods of 
treatment, even hyperextension, does not 
detract from the verity of Williams’ con¬ 
tentions, as symptoms during the acute 
attack are primarily due to muscle spasm 
and joint effusion. These will subside or 
improve with nearly any form of treat¬ 
ment in which rest is a primary factor. 
The value of the Williams technic lies 
in the speed with which it affords relief 
in the acute attack and in the protection 
it provides the laborer from recurrent at¬ 
tacks. 

Ideally, arthrodesis of the lumbosacral 
joint in flexion would be an answer to this 
problem, if applied before the process of 
degeneration of the disc was completed 
and the foramens obliterated by the ar¬ 
ticular processes. In practice, however, 
this procedure has many disadvantages. 
Failure is observed in 20 per cent of 
cases in the best of hands, and the re¬ 
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sultant pseudoai'throsis becomes a more 
serious difficulty than the original condi¬ 
tion. In the advanced cases, facetectomy 
must be combined with the procedure, or 
symptoms will persist in spite of an ade¬ 
quate bony ankylosis.® Simple fusion of 
the lumbosacral joint places the fourth 
lumbar disc in line for all the stresses and 
strains to which the fifth succumbed. This 
requires consideration in treatment of the 
younger age group, who must look for¬ 
ward to sufficient years of labor to realize 
these changes in this area. In the older 
age group there usually are sufficient 
arthritic changes evident in the facets 
above the lumbosacral joint to warn one 
of their protests if they are called upon 
to accept the added burden of movement 
necessitated by the loss of the aforemen¬ 
tioned joint with the contemplated arthro¬ 
desis. It therefore appears that fusion 
offers little success in the problem of low- 
back pain. Although it is a common ob¬ 
servation that natural fixation provides a 
Beulah Land for the chronic back sufferer, 
it must be remembered that in old age 
such a person is not called upon to per¬ 
form arduous duties, and the stress and 
strain above the now stable lumbocacral 



2_ A narrowing of lumbosacral disc on left, indicating advanced degenerative changes. J 

lateral view of lumbosacral joint illustrated in A. Note subluxation of facets with migration of fir 
sacral articular process, narrowing foramen and resulting in posterior migration of fifth lumb: 

vertebra upon the sacrum. - " " 
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Fig:. 3.— A, as degeneration progresses, migration continues until superior articular process of first 
sacral element reaches roof of foramen or, when it is short. B, until bodies meet. Further hyper¬ 
extension is limited by contact of spinous processes (not illustrated). 


joint are tempered bj'’ the same fixation 
process. 

The application of the Williams flexion 
regimen as practiced in this clinic has 
been discussed in detail in a previous re¬ 
port.- Whether the condition is chronic 
or acute, all patients when first seen are 
admitted for in-patient treatment. In the 
former instance, this provides the oppor¬ 
tunity of becoming acquainted with the 
patient, overcoming his suspicions and 
thoroughly indoctrinating him with the 
principles of flexion. Complete bed rest in 
a flexed position is insisted on during 
acute attacks, and daily examinations are 
made. Williams flexion exercises, heat and 
massage, and procaine injections are ini¬ 
tiated. All physiotherapy and bed changes 
are performed without loss of flexion, as 
momentary hyperextension may repreci¬ 
pitate joint effusion and muscle spasm 
and undo days of treatment. If contracted 
lateral fascia and hip flexors prevent ade¬ 
quate flexion, these are released without 
delay. If prolapse of the nucleus pulposus 
I’-a.-; occurred and is accompanied by 
niu-cle weakness, the nerve root pressure 
1- rvl:eVL-(i by simide excision of the pro- 
■ ■■] 'v-.i p'irtion. no attempt being made at 


extensive removal of the intervertebral 
portion. If relief of the acute episode is 
not realized in the first week, a Williams 
flexion cast is applied and ambulation with 
continued exercises accomplished. A re¬ 
lapse after ambulation is treated simi¬ 
larly. It is important that the flexion ex¬ 
ercises and pelvic tilt be learned prior to 
application of the cast. 

Extension study of the patient’s occu¬ 
pation and requirements is made in order 
to help him “live in flexion twenty-four 
hours a day.” Time is spent in explaining 
the theory of flexion, as it is extremely 
important to impress the industrial bene- 
ciary -with the knowledge that the respon¬ 
sibility for his recoveiT and the preven¬ 
tion of future attacks rests fully with him. 
In the climacteric male the presence of 
impotence must be delicately ascertained 
and either treated or relieved of its emo¬ 
tional tone psychotherapeutically, as back¬ 
ache provides this class with the ideal 
vindication and they will otherwise re¬ 
linquish the syndrome with reluctance. 

Concomitant with muscle development, 
weight reduction for the obese is impor¬ 
tant. The lumbosacral joint cannot be 
brought into flexion if it must support, un- 
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assisted, the weiglit of a large abdomen, 
so a Kerr belt provides an excellent ad¬ 
junct until weight is lost and the abdomi¬ 
nal musculature restored. 

It has been found best to group patients 
with low bade pain together. Thus in¬ 
structions in flexion may be administered 
with a minimum of effort, and friendly 
rivalrj' seems to maintain their interest 
and inhibit discouragement. The services 
of a full-time physiotherapist are utilized 
in the care of such patients on this serv¬ 
ice. 

After relief of the acute attack, patients 
are returned to work as quickly as possi¬ 
ble. Those required to do heavy lifting 
are provided with an abdominal belt; a 
tight abdominal binder apparently pro¬ 
vides protection to the lumbosacral joint 
while lifting. This is borne out by the 
common use of such a binder by long¬ 
shoremen and other heavy labor groups 
and apparently functions by restricting 
hypere;rtension of the lumbosacral joint. 
To sustain continued flexion in bed at 
night, there is available an excellent ad¬ 
junct in the Adjustabed,* and it repre¬ 
sents a wise investment for the chronic 
back sufferer. When advanced changes are 
present in the lumbosacral joint, restora¬ 
tion to normal cannot be accomplished by 
this regimen, but symptomatic relief can 
be obtained and recurrent attacks pre¬ 
vented by an adequate flexion support. 
The Williams brace is ideal but is expen¬ 
sive and difficult to construct. The McAus- 
land brace can be modified by increasing 

•The Mengcl Company. Louisville, Kentucky 

Fjg-. 4.— A, early fusion of lumbosacral joint has 
arrested the process in this joint, but film illus¬ 
trates degeneration that has occurred in previ¬ 
ously normal third lumbar disc above level of 
fusion. These chanpres occurred in three years. 
B, successful fusion, but with persistence of 
symptoms until facetectomy was performed. C, 
typical myelogram indicating prolapsed nucleus 
pulposus L5 on the light. With conservative 
therapy there was complete symptomatic re¬ 
covery but myelogram remained unchanged. Sub¬ 
sequent exploration revealed the disc prolapse 
to be unreduced. Explanation for symptomatic 
relief without change in nerve root compression 
requires further claidfication. 
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the abdominal pad and extending the 
brace to the third sacral element. Such a 
brace will allow the “advanced cases” to 
achieve moderate activity without danger 
of slipping into hypertension, which care¬ 
ful questioning has revealed to be the 
cause of all acute attacks. The use of the 
brace should be restricted to the far ad¬ 
vanced conditions. In the early stages 
muscle development will be inhibited by 
the brace, and psychologically it creates in 
the mind of the patient a permanently 
“weak back” which is difficult to eradicate. 

It is probable that the Williams flexion 
regimen will And its greatest use in the 
prevention of low back strain, and a pro¬ 
ject is being initiated in several industrial 
organizations to study the value of the 
method along this line. Training of safety 
engineers should be valuable both in pre¬ 
vention of recurrent attacks and the utili¬ 
zation of patients when they resume work; 

SUMMARY 

The Williams flexion regimen provides 
the industrial surgeon with a highly satis¬ 
factory method of treatment and rehabili¬ 
tation of the patient with low back pain. 
An attempt has been made to emphasize 
the importance of recognition of the path¬ 


ologic basis for the syndrome and to point 
out that prolapse of the nucleus pulposus, 
being an incidental development, falls 
within the realm of the orthopedist rather 
than that of the neurosurgeon. Further 
investigation of the use of the flexion prin¬ 
ciple as an industrial prophylactic meas¬ 
ure is indicated. 

RESUME 

Le regime de flechissement de Williams 
procure au chirurgien industriel le meil- 
leur precede de traiter et de rehabiliter 
le patient souffrant de douleurs dorsales 
basses. On a essaye d’etablir la preseance 
du chirurgien orthopediste sur le neuro- 
chirurgien dans le traitement du nucleus 
pulposus en insistant d’abord sur I’im- 
portance de reconnaitre la cause. On 
recommande de fair plus de recherche. 

ZUSAMMENFASSUNG 

Die Williamsschen Beugungsuebungen 
bieten dem Gewerbearzt ein hoechst be- 
friedigendes Mittel zur Behandlung und 
Wiederherstellung von K r a n k e n mit 
Schmerzen in der unteren Rueckengegend. 
Es wil’d betont, wie wichtig die Erken- 
nung der diesem Symptomenkomplex zu- 
grunde liegenden pathologischen Verhaelt- 
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Dr. V. iUiarr.' and reproduced here with hi.s kind permi-ssion. Excr- 
ef ardondr.a!.; and ^lutei and stretchinj? of erector .spinae and hip 
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Fig. 6.-Reverse of F.g. 5, illustrating which flexion is maintained in common everyday 


nisse ist, und darauf hingewiesen, dass 
der Vorfall des Nucleus pulposus, der nur 
einen beilaeufigen Entwicklungszustand 
darstellt, eher in das Gebiet des Ortho- 
paeden als in das des Nervenchirurgen 
gehoert. Weitere Untersuchungen uerber 
die Anwendbarkeit des Beugungsprinzips 
als prophylaktische Massnahme in der 
Gewerbemedizin sind wuenschenswert. 


RESUMEN 

El regimen de flexion de Williams pro- 
porciona a] cirujano industrial un metodo 
altamente satisfactorio de tratamiento, y 
la rehabilitacion del paciente con poca 
lumbalgia, Se intenta senalar la impor- 
tencia del reconocimiento de la base pato-, 
logica del sindrome, ' '.r.dose 
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el prolapse del nucleo pulposo, sieiido un 
desarrollo incidental, corresponde a la 
esfera del ortopedista mas que a la del 
neurocirujano. Se indica como niedida 
profilactica industrial una investig-acion 
mas amplia del uso del principio de 
flexion. 

SUM.ARIO 

0 sistema de flexao de Williams oferece 
ao cirurgiao industrial um metodo alta- 
mente satisfatorio de tratamento e real- 
bilitagao do paciente com dor lombar 
baixa. E feita uma tentativa para real- 
car a importancia do reconhecimento das 
bases patologicas do sindrome e para es- 
clarecer que op rolapso do nucleo pulposo, 
sendo um desenvolvimento incidental, per- 
tence ao dominio mais do ortopedista do 
que do neurocirurgiao. Ulteriores investi- 
ga?6es sobre o use do pi'incipio da flexao 
como medida profilatica industrial sao 
indicadas. 

RIASSUXTO 

II metodo di William oftre al chirurgo 
infortunista un mezzo molto soddisfacente 
per la cura e la riabilitazione di un malato 
che soffra dolori alle regioni inferiori del 


dorso. Si e insistito sulflimportanza di 
determinare I’etiopatogenesi di tale sin¬ 
drome. e di sottolineare che I’ernia del 
nucleo polposo, essendo d’origine trau¬ 
matica, e di spettanza dell’ortopedico 
piuttosto che del neurochirurgo. Sono 
necessarie ulteriori ricerche sull’uso del' 
metodo di William nel campo profilattico. 
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Advanced Abdominal Pregnancy with Fetal 
and Maternal Survival 

HENRY A. SIEGAL, M.D., F.I.C.S. 

PHOENIX. .\RI7.0N \ 


advanced abdominal pregnancy is 
/\ one of the rarest of all sequelae of 
A ^ ectopic gestation. Its incidence is 
said to be about 0.28 per cent. Tubal preg¬ 
nancy terminates by rupture of the tube 
in somewhat less than 50 per cent of the 
cases. Most of these patients are operated 
on at the time of rupture and therefore 
are observed most often in a state of shock 
and collapse resulting from intraperi- 
toneal hemorrhage. In most cases dissolu¬ 
tion of the pregnancy takes place and the 
products of conception are removed along 
with the affected tube, including blood, 
clots, and trophoblastic and decidual 
tissue, most of which are scooped up or 
suctioned out of the abdominal cavity, or 
are left free in the abdominal cavity to 
be gradually absorbed. 

Rarely an ectopic pregnancy may sever 
its attachment to the tube and be extruded 
through the fimbriated end, or through 
the tubal wall, either in whole or in part. 
This may happen especially if the implan¬ 
tation is in the distal half, i.e., the ampulla 
or the fimbriated portion of the tube. Such 
tubal abortions rarely come to the sur¬ 
geon’s attention, as they are not attended 
with as much hemorrhage or shock. The 
patient usually recovers, and neither she 
nor the attending physician may have been 
aware that pregnancy existed. Goodall' 
expressed the opinion that abdominal 
pregnancies begin as tubal implantations 
followed by tubal abortions, without de¬ 
stroying the original point of implanta¬ 
tion. 

In rarer instances the conceptus im¬ 
plants itself on some free peritoneal sur¬ 
face—the posterior wall of the uterus, 
rectosigmoid, omentum or small bowel 
and continues to grow (secondary abdomi- 
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nal pregnancy). This is an explanation 
for abdominal pregnancy in most cases, 
the exceptions being primary abdominal 
pregnancy, which is still viewed with some 
doubt by many authorities, and the very 
rare primary ovarian pregnancy. Jarcho- 
and Curtis-'* expressed the opinion that 
primary nidation is likely to occur most 
often in cases of endometriosis, on the 
assumption that endometrial tissue pro¬ 
vides the ovum with a favorable nidus. 

According to Williams,not more than 
1 per cent of all extrauterine pregnancies 
reach full term. Most patients with sec¬ 
ondary abdominal pregnancies come to 
laparotomy at about the sixth or seventh 
month. The patient usually believes her¬ 
self to be pregnant, and neither she nor 
her attending physician suspects any¬ 
thing unusual. Ware® reported that there 
was a significant absence of any history of 
early tubal rupture in 7 out of 8 patients 
with extrauterine pregnancies. This would 
lead one to presuppose a tubal abortion as 
the predisposing factor in abdominal preg¬ 
nancy. 

According to Litzenburg,® an abdomi¬ 
nal pregnancy terminates in one of the 
following ways: 

1. Death of the fetus, at any stage of 
gestation. The patient often shows signs 
of toxemia and fever. 

2. Occurrence of false labor, if the ab¬ 
dominal pregnancy is not diagnosed and 
terminated by operation. The placenta 
degenerates and the fetus dies. Toxemia 
and fever may follow. 

3. Pregnancy to full term, with prob¬ 
able deformity of the child. 

In 1935, Heilman and Simon" surveyed 
the literature on full term abdominal preg¬ 
nancies, covering a total of 316 cases in¬ 
cluding 5 of their own, and found only 
8 cases in which both mother baby 
survived. Up to 1924, fe 200 
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cases were reported in the literature, and 
about 30 patients were delivered of a liv¬ 
ing child.'^ Accordingly, the rarest type of 
abdominal pregnancy is that which goes to 
full term and results in survival of the 
mother and of a child with no congenital 
anomalies or deformities.® 

The diagnosis of abdominal pregnancy 
is admittedly extremely difficult. About 80 
per cent of the patients described in one 
series® had amenori'hea of six months’ 
duration (or longer) before the diagnosis 
was made, which is indicative of the ex¬ 
treme difficulty in diagnosis before the 
last trimester. 

Harrar’® has set forth three main points 
which are valuable in establishing a diag¬ 
nosis of abdominal pregnancy: 

1. The history, in the early months, of 
supposed miscarriage, accompanied with 
possible passing of shreds of tissue. 

2. Palpability of the fetal parts sus¬ 
piciously close beneath the abdominal 
wall. 

3. Shortness and emptiness of the uter¬ 
ine cavity on examination. 

Another interesting observation in 
cases of abdominal pregnancy, and one 
reported by most authors, is the abnormal 
position of the cervix. In many cases it 
is high and deflected against the anterior 
vaginal wall and behind the symphysis, 
and it may be extremely difficult to find 
the external os. However, I have observed 
this peculiar location of the cervix in 2 
cases of hydatiform mole. 

In 1 case reported in the literature," 
one of the peculiarities noted was that the 
umbilical cord could be grasped through 
the abdominal wall and its pulsations felt. 

Usually there is no Hegar’s sign. The 
uterus may vary in size from that of com- 
pe.ratively small organ to that of a twenty 
])regnancy. When the fetus is 
la-’.pated with difiiculty, a “broad ligament 
; r./cnancy" should be suspected. This type 
<f ' ct' pic jirognancy is known to go on 
R’.'.;.:: r than the tubal type before 

: r. iiwir- symrtoms. In 3 of -j intraliga- 
■■ ■■■• I r. gnar.cie' reported by Ware,^ 
■ ■ ■ ' ' R ' d;- •• nu'ort or pain until the 


The diagnosis of abdominal pregnancy, 
especially before spurious labor begins 
and while the child is still alive and/or 
viable, presents even greater difficulties. 
Mason^® stated that the diagnosis is made 
preoperatively in fewer than 50 per cent 
of the cases. 

Occasionally, a return to normal men¬ 
strual periods will take place after death 
of the fetus. If the pregnancy goes on un¬ 
suspected, a lithopedion may result. Sec¬ 
ondary infection occasionally sets in, and 
the unresolved products of conception may 
perforate the gastrointestinal tract and 
be discharged through the bowel contents, 
the bladder or the abdominal wall. 

In the average case, within a few weeks 
after the usual time for quickening sets 
in, the fetal movements cause great pain 
by irritating the parietal and visceral 
peritoneum. The abdomen becomes more 
sensitive and, in most cases, the fetal parts 
are usually easily palpable and visible. 

The fetal heart tones are unusually loud. 
An abnormal presentation, usually trans¬ 
verse or oblique, is the rule. Sometimes 
fetal parts can be palpated easily through 
the vaginal vault and the baby can be 
shifted readily from one abdominal quad¬ 
rant to another. Braxton Hicks contrac¬ 
tions usually are absent. Bartholomew’® 
utilized this observation in the administra¬ 
tion of small doses of pitruitin in the dif¬ 
ferential diagosis of intrauterine and 
extrauterine pregnancy, noting the ab¬ 
sence of stimulation by contraction if the 
abdominal mass was extrauterine. It is 
noteworthy in the case to be reported here 
that fetal movements were said to have 
been felt in the third month. 

Soft tissue or low voltage roentgeno¬ 
grams may reveal that the wall of the 
uterus does not envelop the fetus. Hystero- 
salpingographic studies may give conclu¬ 
sive evidence of abdominal gestation. 
Their use, however, should be restricted 
to those cases in which clinical observa¬ 
tions and the patient’s history offer fairly 
reliable evidence of the existence of the 
ectopic pregnancy and when the diagnosis 
is reasonably certain. Most authorities 
are convinced that the procedure does not 
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disturb an intrauterine pregnancy and 
can be used safely as a diagnostic pro¬ 
cedure. Roentgen studies may also be of 
value in determining the oblique and 
atypical position and presentation of the 
fetus. 

Fetal and Maternal Mortality. —Beck” 
stated that the maternal mortality is 35.8 
per cent. In Swanson’s” series from De¬ 
troit, reported in 1933, 6 out of 10 abdomi¬ 
nal pregnancies had gone to term, with a 
maternal mortality rate of 40 per cent 
and a fetal mortality rate of 80 per cent. 
The maternal mortality rate appears to 
increase as the pregnancy reaches ma¬ 
turity. Shock due to hemorrhage, either 
by spontaneous separation during spur¬ 
ious labor or at the time of operation, 
as in the case of early ectopic gestation, 
is the principal cause of death of the 
mother and in most cases is probably due 
to attempts at removal of a firmly at¬ 
tached placenta which for some reason 
has not undergone the normal degener¬ 
ative changes occurring with normal par- 
truition. Forceful attempts at removing 
such a placenta will result in uncontrol¬ 
lable hemorrhage. In early days intract¬ 
able bleeding from the placenta was 
feared to such an extent that treatment 
was deliberately postponed to await death 
of the fetus; steps were even taken by 
some to effect infanticide. 

Fetal malformations and deformities 
are very common, occurring in about 50 
per cent of cases. They are usually at¬ 
tributed to pressure defects, but a blighted 
ovum may be responsible in some cases, 
since such a pregnancy is often preceded 
by a long period of sterility. 

Optimum Time to Operate. —Charles 
McKnight in 1Y90 was the first American 
to do a laparotomy for abdominal preg¬ 
nancy. He was the first to leave the 
placenta in situ, and the patient recovered. 
Gardner and Middlebrook” pointed out 
that the usual means of examining a 
pregnant woman do not readily reveal 
the anomaly much before the last trimes¬ 
ter. Because the maternal mortality rate 
is far higher in the eighth and ninth 
month of gestation in these cases, even 
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though the infant mortality rate decreases, 
they concluded that a woman should not 
be encouraged to go to full term to se¬ 
cure a surviving baby from an abdominal 
pregnancy. DeLee” was of the opinion 
that operation should be done immedi¬ 
ately after the diagnosis is made. It is 
evident from a survey of the literature, 
however, that in general there is no spe¬ 
cific contraindication to allowing the preg¬ 
nancy to continue at least until the eighth 
month. It is essential that the patient be 
kept in the hospital under close super¬ 
vision and operation performed without 
delay at the first sign of complication. 

After the thirty-sixth week operation 
would seem to be indicated as soon as the 
diagnosis is made, because rupture of the 
sac, separation of the placenta with in • 
ternal hemorrhage, infection, and death 
of the fetus all occur with increasing fre¬ 
quency after this time. 

The Placenta.—The placenta in abdomi¬ 
nal pregnancy, according to Gardner and 
Middlebrook,® especially when firmly ad¬ 
herent, is pathologically more character¬ 
istic of placenta accreta than of the nor¬ 
mally implanted placenta in the uterine 
endometrium. It is the deciding factor in 
mortality. The decision to leave or to re¬ 
move the placenta may be difficult. Most 
maternal deaths have occurred in those 
cases in which vigorous attempts were 
made to remove it. Ware= reported that 
complete absorption of the placenta from 
the peritoneal cavity of 1 patient was 
proved when her next pregnancy was 
terminated by cesarean section. Brown” 
reported the case of a 35-year-old multi- 
para in whose case an ectopic pregnancy 
was suspected. The patient refused opera¬ 
tion and went on to term and spurious 
labor. Both mother and baby survived, but 
the wound was marsupialized and the re¬ 
tained placenta became detached three 
weeks later. The wound was then resu¬ 
tured. 

Beck” placed about two-thirds of a 
human placenta weighing 500 Gm. in the 
abdomen of a dog. When he opened the 
abdomen two months later there was no 
vestige of the’ placenta. 
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Marsupialization of the laparotomy 
wound was apparently the treatment of 
choice among the earlier writers, but 
this has been practically discarded; it 
is now reserved for the very rare in¬ 
stances of intractable bleeding necessitat¬ 
ing packing (especially when the placenta 
has been injudiciously removed) ; in the 
presence of overwhelming infection, or for 
better drainage. 

Most authorities advocate closing the 
abdomen without drainage when infection 
or hemorrhage are absent, even if the 
placenta is retained. 

The case here reported serves to illus¬ 
trate some of the aforementioned symp¬ 
toms and observations, the difficulties en¬ 
countered in making a correct diagnosis 
and the responsibility of the attending 
obstetrician to be alert to the possibility 
of the condition in advance of fetal death, 
in order to effect a better prognosis for 
both mother and child. 

REPORT OF A CASE 

S. R., a 39-year-old Spanish American 
woman, gravida 2, para 1, registered at the 
Memorial Hospital Clinic in the fifth month 
of pregnancy and attended regularly. The last 
menstrual period had occurred on June 22, 

1948. She stated that she had felt fetal move¬ 
ments in the third month of pregnancy, and 
the expected date of delivery was March 29, 

1949. 

The last and only other pregnancy had 
occurred twenty-one years before. She was 
delivered by a midwife of a full-term infant 
on Aug. 27, 1927, after a labor of 48 houi's’ 
duration. 

The patient had the usual childhood diseases 
without sequelae. 

She was admitted to the hospital from the 
prenatal clinic on Jan. 25, 1949, because of 
hypertension, blood pressure of 188 systolic 
and 100 diastolic, pitting edema of the lower 
extremities, headaches and epigastric dis¬ 
tress. She stated that the headaches, which 
had begun two weeks previously, were frontal, 
accompanied with spots before the eyes for 
the past three days. Swelling of the ankles, 
wrists and face had also occurred for the past 
two weeks. She was approximately from 
30 to 32 weeks pregnant at this time. Ab¬ 
dominal examination revealed the baby to be 


in transverse presentation at this time, wit 
the head wedged into the left flank. Regula 
fetal heart tones at a rate of 144 per minut 
were audible in the left upper quadrant o 
the abdomen. 

The patient was placed on routine toxemi 
management which included Schemm diei 
hypertonic glucose, 20 per cent in 500 c( 
distilled water, morphine sulfate, and 50 ps 
cent magnesium sulfate intramuscularly, i 
2 cc. doses. 

She complained of pain in the abdomen o 
coughing, dizziness and blurred vision. Sh 
vomited on the evening of admission and th 
following day. She also complained of epi 
gastric distress. 

Forty-eight hours after admission the blooi 
pressure dropped to as low as 150 systolic am 
90 diastolic. Much of the edema receded, bu 
there still was pretibial edema on January 21 
after two days in the hospital. She still com 
plained of epigastric distress. 

Abdominal examination disclosed persist 
ence of the transverse presentation. Feta 
heart tones were audible (not especiall; 
loud) in the left upper quadrant of the ab 
domen, and the patient was not in labor. 

At this time, in view of two failures i 
accomplish external version, the danger o 
inducing labor with the fetus in the trans 
verse position, and the possibility of prolaps 
of the cord or shoulder presentation, th' 
opinion was expressed that the patient wai 
a reasonable candidate for cesarean section 
provided the fetus appeared at term on roent 
genograms and the toxemia was adequatel: 
stabilized. 

Anteroposterior and lateral roentgenogram: 
of the abdomen, showing in detail the pelvii 
inlet in Thom’s position on January 27, re 
vealed a pregnancy in transverse presenta 
tion, with the fetal head lying posteriori} 
and to the right. Grossly the pelvic inlet ap 
peared to be within normal limits. Ther; 
was slight prominence of the ischial spines 
The anteroposterior diameter was 13 cm. ant 
the interspinous diameter 10 cm. The sacrun 
and the coccyx were normal. 

The roentgen diagnosis was pregnancy witl 
transverse presentation, no gross dispropor 
tion, and a fetus not definitely at tei’m, bul 
w'ell in the last trimester. 

On admission the laboratory data were as 
follows: eridhrocytes, 4,250,000 par cubic 
millimeter of blood, with 84 per cant hemo¬ 
globin (12.9 Gm.). The leukocyte count wa: 
8,200 per cubic millimeter, with a normal 
differential count. The Kahn test gave nega- 
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tive results. Examination of the urine re¬ 
vealed a 3 plus reaction for albumin, no sugar, 
and 3 to 5 white blood cells per high power 
field, with a moderate number of hyaline and 
granular casts. The Rh factor was positive, 
and the serologic values normal. Chemical 
examination of the blood on January 26 
showed the nonprotein nitrogen level to be 
29 mg., the urea nitrogen level 15 mg., and 
the value for chlorides 490 mg., per hundred 
cubic centimeters. 

The urine continued to show 2 to 3 plus 
reactions for albumin. 

On February 3 the blood pressure in milli¬ 
meters of mercury had dropped to 134 systolic 
and 80 diastolic. The patient seemed to be re¬ 
sponding W’ell, and another attempt at external 
version was made. In spite of the fact that it 
appeared to be easy to grasp the baby at 
either pole, resistance was encountered, and 
the baby could not be turned to more than 
an oblique presentation. A scultitus binder 
was applied in the hope of increasing the 
resistance of the abdominal wall. 

On February 6, after approximately two 
weeks in the hospital, the patient had lost 12 
pounds (5.4 Kg.) in weight, and all subjec¬ 
tive and most objective symptoms of tox¬ 
emia had receded, except for the albuminuria 
and slight pitting edema. The blood pressure 
remained fairly constant at 150 systolic and 
90 diastolic, the output was normal and the 
condition of the mother was fairly satisfac¬ 
tory. It was decided at this time that a 
cesarean section was in order, the baby hav¬ 
ing reached a more viable stage (thirty-three 
weeks), but being still in a transverse posi¬ 
tion. 

When the abdomen was opened, the peri¬ 
toneum was observed to be adherent in many 
places to the omentum and to the fetal com¬ 
partment which was thought to be the uterus. 
On close inspection it was discovered that this 
compartment was a fetal sac which did not 
appear to be composed of uterine muscle and 
w'as also adherent to a firm, pear-shaped 
organ in the pelvis which was the non-preg- 
nant uterus. Marked varicosities surrounded 
the sac, especially in the lower portion. The 
sac was incised in the midline, causing 
the escape of blood-stained amniotic fluid. 
The baby, lying transversely with the head 
in the left flank, was dislodged by grasp¬ 
ing a leg and extracted by the breech. After 
removal of the baby, which required resusci¬ 
tation, further examination of the abdomen 
revealed that the sac contained three separate 
placentas, each about the size of a small 


saucer. They could not be peeled from the 
sac and were removed along with it. The sac 
was densely adherent in the right iliac fossa 
and the region of the cecum. It was excised 
at its most accessible point, without producing 
further bleeding due to separation. The por¬ 
tion of the sac retained was closed over by 
a running No. 1 chromic suture to obliterate 
the dead space. Numerous oozing surfaces 
were observed in the omentum and small 
bowel, but no definite placenta appeared to 
have remained in the abdomen. The impres¬ 
sion gained was that the circulation to this 
pregnancy was through vessels coursing into 
the sac from the region of the cecum. One 
portion of the sac wall in the abdominal cavity 
presented a diverticulum-like structure which 
had been attached to the cecum. The exact 
nature of the structure could not be ascer¬ 
tained at the operation; however, it was 
assumed that the maternal circulation to the 
placenta had taken place by means of this 
diverticuloid structure, which supplied the 
lobes of the placenta. No attempt was made 
to remove the diverticulum, as it was firmly 
adherent to the bowel in the region of the 
cecum. Gelfoam sponges were left in various 
places in the abdomen to control general ooz¬ 
ing. Inspection of the tubes would have been 
interesting but was omitted because of the 
fear of precipitating any further unnecessary 
bleeding. The abdomen was closed in layers, 
with no drains. The patient was given 1,000 
cc. of whole blood and 2,000 cc. of 5 per cent 
dextrose in sterile distilled water intraven¬ 
ously within one to two hours after the oper¬ 
ation. Postoperatively the patient was in mild 
shock, but responded well to blood and paren¬ 
teral fluids. 

The subsequent postoperative course was 
uneventful, except for the passage of a red¬ 
dish-brown tissue from the uterus on the sixth 
postoperative day. Anatomically this tissue 
was diagnosed as a decidual cast showing 
inflammatory reaction with degeneration and 
necrosis. 

The patient left the hospital on February 
16, the ninth postoperative day, in good con¬ 
dition. 

The gross pathologic report of the placenta 
was as follows: “The specimen is an abnormal 
placenta with three lobes, each of which is 
entirely covered by membranes. The amniotic 
sac itself is thickened and composed of fibroid 
membrane, which, however, is lined by a 
smooth, shiny membranous layer on either 
surface. The cord is attached to a thickened 
area in the sac wall. Otherwise the cord pre- 
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sents no sigrnificant gross changes. Large, 
dilated thi'ombosed vessels are observed com¬ 
municating bebveen the three lobes of pla¬ 
cental tissue described. These are found 
coursing between the thin walls of the sac¬ 
cular tissue.” 

The pathologic diagnosis was “placental 
tissue showing no deviation from normal; 
congenital abnormality of placenta tripartita; 
velamentous insertion of the cord." 

The condition of the baby at birth was 
good. It was placed in the incubator with 
continuous 90 per cent oxygen and responded 
well from the start. The birth weight was 
approximately 3 pounds and 12 ounces (1,701 
Gm.). On March 5. the day of discharge frori} 
the hospital, the child’s weight was 5 pounds 
and 6 ounces (2,-138 Gm.). The baby exhibited 
no gross deformities. 

Inicrim Hisiorij .—After leaving the hospi¬ 
tal in February 1949, the patient was in fairly 
good health until June S, 1950, when she felt 
a sudden sharp pain in the right lower quad¬ 
rant of the abdomen, radiating to the ante¬ 
rior aspect of the thigh. This occurred while 
she was carrying her baby. 

Her last menstrual period had occurred on 
May 28, and had been apparently normal. 
There was no spotting or other relevant gyne¬ 
cologic complaint. Anorexia was present, but 
no vomiting. 

The essential abnormalities were in the pel¬ 
vis. consisting of pain and tenderness on deep 
pressure in the right lower quadrant of the 
abdomen. On pelvic examination an indiscrete 
mass, slightly tender and nonpulsating, was 
palpable, and was apparently located in the 
right adnexa. 

There was some cyanosis of the cervix. The 
uterus was not distinguishable from the 
adnexa, and tenderness in the right lower 
quadrant of the abdomen was elicited on titil- 
lation of the ceiwix. The laboratory workup 
revealed the urine to be essentially normal. 
A blood count showed 3,600,000 red and 6,750 
white cells per cubic millimeter, with 71 per 
cent hemoglobin. The patient was afebrile. 
There was no constipation. 

The most probable diagnosis was residuum 
of old pelvic inflammatory disease, with pos¬ 
sible remnants of degenerating decidual or 
trophoblastic tissue. Other possibilities were 
ectopic pregnancy or inflammatory ovarian 
cyst. 

At laparotomy on June 10, adhesions were 
the kejmote. The omentum, uterus, bowel, 
bladder, tubes and ovaries were a con¬ 
glomerate mass. The adhesions were rather 


dense, and on careful stripping a right in¬ 
traligamentous cy.st the size of a tangerine 
was found. It ruptured on attempting to 
enucleate it, and a dark, bloody material 
escaped. The sac was brought to the surface, 
the contents evacuated and the sac marsupial- 
ized intraperitoneally. Only the cornual seg¬ 
ment of the right tube was visible. The site 
of the original rupture, if such had occurred, 
could not be ascertained. The left tube and 
ovary were removed after being freed from 
adhesions. There was no evidence of un¬ 
absorbed placental tissue or remnants of sac. 

The patient's postoperative course was un¬ 
eventful, and .she left the hospital on the 
seventh postoperative day. 

The pathologic diagnosis was as follows; 
“Chronic salpingitis, perioophoritis and 
oophoritis, with several simple follicular and 
hemorrhagic corpora lutea cysts and a some¬ 
what fibrous parenchyma.” No evidence of 
decidual or trophoblastic tissue was observed 
in the sections studied. 

COM.MENT 

There is little doubt that advanced ab¬ 
dominal pregnancy, although rare, is a 
major obstetrical complication and car¬ 
ries w'ith it a higher maternal mortality 
rate than does any of the other three 
mapor causes of maternal death; infection, 
toxemia and hemorrhage. All three of 
these factors may be associated with ab¬ 
dominal pregnancy. This condition will 
certainly become even less frequent with 
the earlier recognition of ectopic preg- 
nanc.v, particularly before rupture. 

The case here described illustrates the 
difficulties of diagnosis. Although the pa¬ 
tient had been observed both in the pre¬ 
natal clinic and for a period of two Aveeks 
in the hospital, the obserA’ations including 
roentgenographic studies, the correct 
diagnosis Avas not made until the time of 
operation. Had it not been for the onset 
of toxemic s.ATnptoms, this pregnanc.A’^ 
might perhaps haA^e gone on to more ma¬ 
turity, or until intra-abdominal death of 
the fetus or premature separation of the 
intra-abdominal placenta took place. 

A significant obseiwation AA'as the ease 
AAuth which the fetus could be grasped 
abdominally, together Avith the extreme 
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difliculty encountered in attempting ver¬ 
sion. Had more vigorous attempts been 
made to convert the position of the baby, 
rupture of the sac or premature separa¬ 
tion could easily have occurred. External 
version with the patient under anesthesia 
may well have produced an unfavorable 
complication. 

The long period of infertility in this 
case (twenty-one years) .should have led 
to a suspicion of ectopic pregnancy. Ap¬ 
proximately 30 per cent of women with 
ectopic pregnancy give a history of one- 
child sterility. 

The question of the optimum time to 
operate may present a problem of gravest 
magnitude, particularly with patients who 
present themselves prior to the time of 
viability and patients whose subsequent 
pregnancy potential is low. The latest 
literature on the subject tends toward 
the conservative approach, namely, con¬ 
tinuous observation, preferably in a hos¬ 
pital, until the thirty-sixth week, followed 
by operation unless fetal or maternal in¬ 
dications supervene. 

The speculation that the nidation took 
place in and about the cecum raises the 
question of whether nidation of syncytio- 
trophoblast can take place on nonmilller- 
ian tissue. The lack of any direct connec¬ 
tion or attachment of the placenta in this 
case to mullerian structures (uterus, 
tubes, etc.), seems to favor the non- 
mullerian theory. The large vessels cours¬ 
ing in the sac wall towards the placenta, 
having their origin at the cecum, serve 
further to support this view. 

The ease with which the placenta, in 
spite of its three-lobed nature, separated 
and was extracted, is to be noted. Vigor¬ 
ous attempts at removal of a placenta 
should not be made, and the cord should 
be clamped and tied as close to the 
placenta as possible. This precaution will 
materially reduce maternal mortality and 
may be the determining factor in the out¬ 
come of the case. 

The presence of toxemia in the early 
months of pregnancy, in this case begin¬ 
ning in the sixth month, should lead one 
to suspect an abnormal pregnancy. 


SUMMARY AND CONCLUSIONS 

1. A case of advanced abdominal preg- 
nancj’ with fetal and maternal survival 
is reported. 

2. Attention is called to the early ex¬ 
hibition of signs and symptoms of tox¬ 
emia, associated with abnormal presen¬ 
tation and position of the fetus. 

3. The absence of any deformity in the 
child is noted. 

4. A peculiar tripartite placenta is re¬ 
ported, with no direct attachment to the 
abdominal viscera except by a vascular 
pedicle in the region of the cecum. 

5. The opportunity of inspecting the 
pelvis at subsequent laparotomy (sixteen 
months later) and finding no evidence of 
residual syncytium or decidual tissue is 
noted. 

G. The difficulty in making a correct 
preoperative diagnosis is pointed out. 
Roentgenologic study should be included. 

7. Removal of the placenta in this case 
was logical because of the ease with which 
it was accomplished, but vigorous at¬ 
tempts to accomplish this are not to be 
condoned. 

8. Temporization under constant su¬ 
pervision in a hospital, is permissible until 
the fetus is viable, provided there are no 
complications requiring surgical interven¬ 
tion. 

Author’s Note. The author wishes to 
express his appreciation to Dr. Jerome 
Kaye of Phoenix, Arizona, the pediatric 
consultant, without whose meticulous care 
the child in the case reported might not 
have survived. At the time of writing 
the baby is in good health. 

CONCLUSION! KIASSUNTIVE 

1. Viene riferito un caso di gravidanza 
addominale avanzata con sopravvivenza 
del feto e della madre. 

2. Si richiama Tattenzione sul precoce 

manifestarsi dei sintomi e segni di tos- 
siemia associati con una anormale presen- 
tazione e posizione del feto. “ .. 

3. Notata Ta ’’Vni m 

zione del bam 
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4. Viene descritta I’anomala placenta 
tripartita e senza impianto cliretto sui 
visceri addominali tranne die per un pe- 
duncolo vascolare nella regione del ceco. 

5. Viene notata ropportunita di esplo- 
rare la pelvi alia laparotomia (16 mesi 
dopo) e di non aver trovato alcuna traccia 
di sincizio residue ne di tessuti deciduali. 

6. Viene sottolineata la diflioltii di por- 
re una corretta diagnosi pre-operatoria, 
usando alio scopo anche esami radiologici. 

7. In questo caso, data la facilita con 
cui pote essere fatto, la placenta venne 
asportata; ma, di solito, non e bene coni- 
piere manovre troppo energicbe a tale 
scopo. 

8. Si puo permettere I’attesa, sotto cos- 
tante vigilanza ospedaliera, fino a che il 
feto e vitale, a meno che non vi siano com- 
plicanze che ricliiedano la cura chirurgica. 

ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 

1. Es wird ein Fall von vorgeschrit- 
tener Bauchschwangerschaft mit TJeber- 
leben des Foetus und der Mutter berichtet. 

2. Es wird auf das freuhzeitige Auf- 
treten von Zeichen und Symptomen der 
Toxikaemie ini Zusanimenhang mit un- 
normalen Lagerungen des Foetus auf- 
nierksam geniacht. 

3. Es wird darauf hingewiesen, dass 
keiiierlei Eiitstellungen des Kiiides be- 
standeii. 

4. Es wird das Vorhaiidenseiii einer 
eigenartigen dreiteiligeii Plazenta be¬ 
richtet, die ausser einem Gefaessstiel in 
der Gegeiid des Zoekuni keineii direkten 
Aiisatz an den Bauchorgaiien zligte. 

5. Es wird betont, dass die Inspektion 
des kleinen Beckeiis gelegentlich einer 
spaetereii Laparotomie (iiach 16 Monateii) 
keiiie Anhaltspuiikte fuer das Bestehen 
eines Syiizytiums von Deziduagewebe 
ergab. 

6. Es wird auf die Schwierigkeit, eine 
richtige praeoperative Diagnose zu stellen, 
hingewiesen. Eine Roentgeiiuntersuchung 
sollte nicht unterlassen werden. 

7. Die Entfernung der Plazenta war in 
diesem Falle gerechtfertigt, weil sie mit 


Leichtigkeit durchgefuehrt werden konn- 
te. Gewaltsame Versuche, die Plazenta zu 
entfernen, koennen aber nicht gutge- 
heissen werden. 

8. Abwartende Haltuiig unter staen- 
diger Ueberwachung im Krankenhaus bis 
zur Lebensfaehigkeit des Foetus ist zu- 
laessig, sofern nicht Komplikatioiien eiiieii 
chirurgischen Eingriff erfordern. 

SUJIARIO E CONCLUSOES 

1. Uni caso de gravidez abdominal com 
sobrevida materna e fetal e relatado. 

2. E chamada a atengao sobre a 
aparicao precoce de sinais e sintomas de 
toxemia associados com apresentagao e 
posigao aiiormais do feto. 

3. A ausencia de qualquer deformidade 
da crianga e notada. 

4. Unia placenta tripartida peculiar e 
relatada, sem nenhuma ligagao direta a 
viscera abdominal excepto por um pediculo 
vascular na regifio do coecum. 

5. A oportunidade de inspecionar a 
pelvis eni subsequente laparotomia (16 
mezes depois) e o fato de nao se acliar 
evidencia de sincicio residual de tecido 
decidual e notado. 

6. A dificuldade de fazer um diagnos- 
tico preoperatorio correto e denioiistrada. 
Estudo roentgenologico deveria ser in- 
cluido. 

7. A reniogao da placenta neste caso 
era logica por causa da facilidade com que 
foi executada, mas vigorosas teiitativas 
para o desemplnho disso nao sao coiide- 
iiaveis. 

8. Comtemporizagao sob constaiite su- 
pervisao eni um hospital e permissivel ate 
que 0 feto seja viavel, provido que nao 
haja complicagoes requerendo interveiigao 
cirurgica. 

RESUMEN 

1. Se comunica un caso de embarazo 
abdominal avanzado con supervivencia 
materna y fetal. 

2. Se llama la atencion sobre la tem- 
prana aparicion de signos y sintomas de 
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toxemia asociada con presentacion y posi- 
cion anormales del feto. 

3. Se hace notar la ausencia de cual- 
qiiier deformidad en el nifio. 

4. Se da a conocer una placenta tri¬ 
partita peculiar, sin insercion alguna di¬ 
recta a las visceras abdominales excepto 
un pediculo vascular en la region cecal. 

5. Se hace notar la oportunidad de in- 
speccionar la pelvis en laparotomia subse- 
cuente (16 meses despues) sin encontrar 
evidencia de sincicio residual o tejido 
decidual. 

6. Se puntualiza la dificultad para hacer 
un diagnostico preoperatorio correcto. 
Debe incluirse el diagnostico rontgeno- 
logico. 

7. La remocion de la placenta en el caso 
en cuestion fue logica por la facilidad con 
que se efectud, pero no deben eliminarse 
intentos vigorosos para lograrlo. 

8. Puede permitirse la espera bajo con- 
stante supervision en un hospital hasta 
que el feto sea viable, con tal de que no 
existan complicaciones que requieran in- 
tervencidn quirdrgica, 

1. On rapporte un cas de grossesse 
abdominale avancee avec survie du foetus 
et de la mere. 

2. On attire I'attention sur les signes 
precoces de toxemie associee a une pres¬ 
entation anormale du foetus. 

3. Aucune difformite ne fut trouvee 
chez I’enfant. 

4. Un placenta a 3 branches a ete 
trouve; de plus, il n’y avait aucune attache 
aux visceres abdominaux si ce n'est un 


pedicule vasculaire a la region du coecum. 

5. II y a opportunite d’explorer Tab- 
domen par une laparatomie (16 mois plus 
tard) pour rechercher des vestiges de 
cotyledons. 

6. La radiologie est d’une grande utilite 
pour porter im diagnostic pre-operatoire 
habituellement tres difficile. 

7. II est facile d’enlever le placenta 
dans ces conditions; il est cependant 
deconseille de se servir de manipulations 
brutales. 

8. Dans un milieu hospitalier, il est 
preferable de pratiquer une politique de 
temporisation, a toutes conditions re- 
servees. 
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Surgical Considerations in Cancer of the Colon 

WILLIAA'I M. McMillan, m.d., f.a.c.s., f.i.c.s. 

CHICAGO 


C ancer of the colon is responsible 
for 11 per cent of all deaths from 
cancer in the United States. Sixty 
to 70 per cent of all carcinomas of the 
rectum can be palpated by digital exami¬ 
nation under ideal conditions. In a re¬ 
cent report by McNealy and Smith,^ of 56 
cases of cancer of the rectum.in which 
the growth could be palpated rectally on 
admission to Wesley Hospital, 25 per cent 
of the patients had been treated medically 
within the past year for bowel distui'b- 
ances and 25 per cent had been treated 
surgically within the year for unrelated 
lesions, such as hemorrhoids and fissures. 
Garlock showed that 25 per cent of palp¬ 
able rectal neoplasms were overlooked 
because of failure to perform a digital 
examination.- Routine rectal examination 
must be made on every patient regardless 
of the complaint. Within the past five 
years I have encountered 6 cases of symp¬ 
tomless carcinoma of the rectum in which 
the neoplasms were discovered only on 
routine rectal examination. 

Proctoscopic examination permits visu¬ 
alization of 92 per cent of malignant 
lesions of the rectum and will pick up soft 
polyps not palpated rectally. The distribu¬ 
tion of carcinomas in the rectum is as 
follows; anal canal, 5 per cent; ampulla, 
56 per cent, and rectosigmoid, 26 per cent. 
It must be remembered that, although 
roentgen studies are invaluable in dealing 
witli cancer of the colon, they usually are 
ineffective when rectal lesions are con¬ 
cerned. In the sigmoid and hepatic flex¬ 
ure, lesions are missed many times unless 
air conti'ast studies are used. In those 
crises in which there is still uncertainty, 
exploration is recommended as preferable 
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to allowing the condition, if present, to 
progress. 

Careful studies must be made to dif¬ 
ferentiate diverticultis, endometriosis and 
benign polyps from cancer of the colon. 
Failure to carry out these studies will re¬ 
sult in the subjection of patients to un¬ 
necessary mutilating operations for be¬ 
nign conditions. 

The studies of Gilchrist and David^ are 
of definite value, since they prove that the 
spread of metastasis is proximal unless 
lymph channels are blocked and that 
when proximal lymph channels are 
blocked by metastasis it is unlikely that 
a cure by any procedure is possible. This 
observation has its application when one 
is considering anterior resection versus 
an abdominal perineal procedure for car¬ 
cinoma of the sigmoid or pelvic portion of 
the colon. It is also important because it 
allows a shorter distal segment of normal 
tissue from the lesion than is required on 
the proximal end. 

Preoperative and postoperative man¬ 
agement of patients undergoing surgical 
treatment of the colon involves many 
factors. These must be properly carried 
out or an increased mortality rate fol¬ 
lows. 

Preoperatively, if an anastomosis is 
planned, the bowel wall must be prepared. 
Too often an attempt is made to suture 
edematous infected intestinal walls, which 
subsequentlj’- can onl}'- fail to unite. There¬ 
fore, if an anastomosis is contemplated, 
it becomes imperative to relieve obstruc¬ 
tion by continuous suction or by proximal 
colostomy. Manj’’ times a proximal colos¬ 
tomy can be avoided by employing suc¬ 
tion, even though at first it maj’’ seen in¬ 
dicated ; this is due to the fact that the 
ileocecal valve is not always competent. 
One must also bear in mind that the colon 
distal to the obstructive site should be 
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cleared by repeated enemas until the re¬ 
turns are clear. My associates and I use 
castor oil in the absence of obstruction, 
and sulfasuxide is given four days prior 
to the operation. 

One must also evaluate and attend to 
the general condition of the patient. The 
blood picture should be studied and any 
deficiency corrected; anemia, dehydration, 
and vitamin deficiency must be recognized 
and corrected. Determination of the total 
protein level and the albumin-globulin 
ratio is necessary in recognizing hypopro- 
teinemia, the correction of which should 
be given top priority in preoperative man¬ 
agement. This is accomplished by giving 
adequate amounts of whole blood, blood 
plasma and protein hydrolase, together 
with fluids and electroljdes. In the pres¬ 
ence of an obstructive lesion, particularly 
when suction is employed for several days, 
hypopotassemia and hypochloremia must 
be corrected. If the patient is able to take 
nourishment by mouth, a high carbohy¬ 
drate, high protein, low fat diet is ad¬ 
ministered. 

Postoperatively the same general man¬ 
agement as in the preoperative period is 
observed; in addition, we administer 
oxygen for twenty-four hours to reduce 
body nitrogen and associated dyspnea. 
The urinary bladder must be drained. 
Atelectasis must be watched for and im¬ 
mediate measures carried out to combat 
it. Tension must be kept off the suture 
line, by decompression from above and 
below. The rectal tube, however, can be 
dangerous if inserted carelessly. Sulfasux¬ 
ide is continued for about five days after 
the operation. This drug keeps the stool 
liquid and also, of course, exerts an anti¬ 
bacterial influence. It is better to have the 
patient annoyed by loose stools for a few 
days than to be confronted by disruption 
or leakage at the anastomotic site around 
the fifth day, which is the critical time. 

Differences of opinion still exist as to 
the choice of surgical procedures for 
lesions of the colon. In my own opinion, 
the classic right hemicolectomy remains 
the ideal surgical procedure for right¬ 
sided colonic lesions. End-to-end anasto¬ 


mosis should be done provided there is 
not too great a disproportion between 
the cut ends. A lesion of the transverse 
colon is best treated by wide excision and 
end-to-end anastomosis. A lesion of the 
splenic flexure is best treated by left 
hemicolectomy extending from the mid¬ 
part of the transverse portion of the colon 
to the pelvic portion, with an end-to-end 
anastomosis. Anterior resection is re¬ 
served for lesions in the sigmoid and 
pelvic portions of the colon and is rarely 
carried out for a rectosigmoid lesion. In 
the latter instance and for all rectal 
lesions it is best to perform a more ex¬ 
tensive operation (abdominoperineal re¬ 
section of Miles). 

Some precautions in the management 
of colonic lesions must be obsenmd. Care 
must be exercised not to overlook multiple 
lesions. When indicated, a proctoscope is 
inserted into the colon at the time of 
operation in order that any suspicious 
areas of the colon may be inspected. 

Care must be taken not to invert too 
wide a margin of the cut edges at the 
anastomotic site, or an obstruction from 
the inverted cuff may follow. 

An anastomosis must never be carried 
out with tension at the suture line. 

The anastomosis should preferably have 
two layers; the second layer should be 
interrupted and of nonabsorbable mate¬ 
rial. 

If enterostomy is necessary to relieve 
an obstruction it should always be placed 
as far proximal as possible, to avoid inter¬ 
ference with any subsequent surgical 
procedure. 

If one does a short-circuiting opera¬ 
tion, such as a transverse ileocolostomy, 
to relieve obstruction (as in the presence 
of inoperable cancer of the ascending por¬ 
tion or hepatic flexure of the colon), it is 
always wise to do a cecostomy to prevent 
obstruction in the by-passed segment. 

The presence of hepatic metastasis 
should not necessarily deter one from re¬ 
moving a primary carcinoma of the colon. 
Patients have been known to ive fo 
years after such an n.' ', 
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For several years I have endeavored 
to evaluate the merits of anterior resec¬ 
tion versus the abdominoperineal pro¬ 
cedure for low-lying lesions at or below 
the peritoneal reflexion. As Dixon stated, 
the superior hemorrhoidal artery may be 
tied off without compromising the via¬ 
bility of the rectum;^ therefore an ante¬ 
rior resection is feasible at this level. How¬ 
ever, most surgeons agree that the Miles 
operation is best because of its extensive¬ 
ness. Apparentlj’’ it results in about the 
same morbidity and mortality rate, and 
it probabl}’- offers the best prospect for 
survivals ranging from five to ten years. 
For some patients who will not tolerate 
a permanent colostomj'’ anterior resection 
is the procedure of choice. The fact must 
be recognized that, because of individual 
variants, it is impossible to secure ac¬ 
curate statistics. 

SUMMARY 

The author reviews briefly the current 
methods and technics of diagnosis and 
treatment of carcinoma of the colon, 
touching upon certain controversial points 
of technic and mentioning the preferences 
to which his own experience and observa¬ 
tion have led him. 

RESUMEN 

Se revisan brevemente los metodos y 
tecnicas corrientes para diaganostico y 
tratamiento del carcinoma del colon, 
tocando ciertos discutidos puntos de 
tecnica y mencionando preferencias re- 
specto a experiencia y observacion perso- 
nale.':. 

SUMARIO 

O autor recapitula brevemente os me- 
todo.^; con*ente.=; e as tecnicas de diagnos- 
tico e tratamento do carcinoma do colon 
abordando certos pontos de controversia 


em tecnica e mencionando os preferencias 
a que foi conduzido por sua propria ex¬ 
periencia e observagao. 

RIASSUNTO 

L’Autore passa brevemente in rivista i 
metodo e le tecniche attualmente in uso 
per la diagnosi e la cura del carcinoma 
del colon, accennando a certi punti di tec¬ 
nica tuttora controversi e menzionando le 
preferenze cui I’esperienza e I’osserva- 
zione peronale I’hanno condotto. 

ZUSAMMENFASSUNG 

Der Verfasser gibt einen kurzen Ueber- 
blick ueber die heutigen Methoden und 
Techniken in der Diagnose der Behandl- 
ung des Dickdarmkrebses. Er beruehrt 
gewisse umstritten Fx'agen der Technik 
und erwaehnt, welchen Methoden er auf 
Grund eigener Erfahrung und Beobacht- 
ung den Vorzug gibt. 

RESUME 

L’Auteur passe rapidement en revue les 
precedes et les techniques de diagnostic 
et de traitement de cancer du colon, dis- 
cutant certains points controverses de la 
technique et enumerant sa preference per- 
Eonnelle appuyee par son experience et 
ses observations. 
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Torsion of the Stomach in the Newborn 

Report of a Case 

FREDERICK EISSj AI.D, A.I.C.S., and J. C. DWYER, M.D. 
HAR\TV, ILLINOIS 


A REVIEW of the literature fails to 
reveal a single case of torsion of 
the stomach producing obstruction 
due to congenital bands. However, there 
have been numerous cases of congenital 
bands producing obstruction of the gas¬ 
trointestinal tract. The closest anatomic 
site of obstruction due to bands, as com¬ 
pared with that observed in the case to 
be presented, was the proximal portion of 
the duodenum, as reported by Bunch and 
Dought* and Glover and McBarry.= Miller’ 
reported 5 cases of complete obstruction 
of the duodenum due to abnormal bands. 

Harris’ reported constriction of the 
duodenum due to abnormal folds of the 
anterior raesogastrium. These folds, or 
congenital extrinsic bands that extend to 
the undersurface of the liver, are appar¬ 
ently anomalous remnants of the gastric 
portion of the anterior or ventral meso- 
gastrium. This occurs when the meso- 
gastrium fails to develop to its normal 
conclusion. 

Because of the rarity of this condition 
a case is here presented, with an account 
of the diagnosis and management. 

REPORT OF CASE 

C. C., a white male infant aged 12 days, 
was admitted to the hospital on Aug. 11, 
1949. The complaints were vomiting for two 
days, frequent rectai watery discharge for 
four days, weakness, listlessness, and a loss 
in weight of 1% pounds (G80 Gm.) in one 
week. The history disclosed that the patient 
had been delivered normally, with a birth 
weight of 8 pounds and 3 ounces (3,713 Gm.). 
The early appearance and nursing course were 
normal. Taken home from the hospital on the 
sixth postpartum day, the baby weighed 7 
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pounds and 14 ounces (3,671 Gm.). On the 
eighth day of life a watery diarrhea de¬ 
veloped. This was treated by formula changes. 
On the tenth day vomiting started. Two days 
later the child was hospitalized. Vomiting 
followed feeding at variable intervals The 
vomitus was unstained and frequently not 
curdled. At times the vomiting was forceful 
and at other times it was not. 

Physical Examination.—The infant was 
fairly well developed, but poorly nourished, 
nearing an emaciated marasmic state, very 
_ weak and passive. The skin was dry and 
warm and showed poor tissue turgor. Sunken 
l^tanels and a dry tongue were evident. 
Ihe abdomen was slightly distended and 
tympanitic over the upper quadrants. The 
outline of the stomach was visible. No ab¬ 
normal mass was detectable by palpation. 
The hyer was well outlined. The bowel sounds 
'vere hyperactive. The infant was fed and 
observed for two days and vomited at vari¬ 
able intervals. No mass was palpable post 
prandium, but the distended stomach was 
always in evidence. 


On admission the laboratory data were as 
follows; The hemogram showed 5,460,000 red 
cells per cubic millimeter of blood, with 110 
per cent hemoglobin, and 19,300 white cells 
per cubic millimeter. The differential smear 
showed 4 per cent eosinophils, 15 per cent 
juvenile cells, 4 per cent stab cells, 33 per 
cent polymorphonuclears, 38 per cent lympho¬ 
cytes and 6 per cent monocytes. Urinalysis 
showed a specific gravity of 1.020; albumin, 
50 mg. per hundred cubic centimeters; 16 to 
20 leukocytes and 6 to 7 granular casts per 
high power field. Roentgenograms revealed 
barium in the stomach at the end of two and 
one-half hours, and 20 per cent retention at 
the end of six hours. 


Operation. -The surgical procedure was as 
follows: A high right paramedian incision 
was made and the abdominal cavity exposed 
Exploration revealed the distal thitd of the 
greater curvatu t tomach . 
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lobe of the liver, with congenital bands run¬ 
ning from the greater curvature to the gastro- 
hepatic ligament producing this torsion. Lysis 
of the bands permitted the stomach to fall 
back into its normal anatomic position. Fur¬ 
ther exploration failed to reveal a hyper¬ 
trophic pylorus, other congenital bands, or 
other anomalous pathologic conditions. The 
abdomen was closed la 3 "er bj" laj'^er with an 
interrupted cotton suture. 

Postoperativelj’’ the infant received 350 cc. 
of parenteral fluids over a period of forty- 
eight hours. Feedings were stalled, in four 
hours. The patient regurgitated the first feed¬ 
ing of 1 ounce (28.3 Gm.), took Vi ounce one 
hour later, which was retained, then refused 
further feedings. On the following day the 
infant retained. all the feedings except one 
of 1 ounce given at hourlj’- intervals. On the 
following two days a similar picture was 
observed. Three days after the operation the 
hemogram revealed 5,210,000 erythrocjles per 
cubic millimeter, with 95 per cent hemoglobin; 
the leukocytes numbered 23,000 per cubic 
millimeter. The differential smear showed 
2 per cent eosinophils, 12 per cent stab cells, 
52 per cent segmented pol.vmorphonuclears, 32 
per cent lymphocytes and 2 per cent mono¬ 
cytes. On the fourth postoperative daj^ the 
child retained all of the feedings, was in an 
excellent state of hydration and was dismissed 
from the hospital. The course was then un¬ 
eventful. the wound healing per primam. 


COMMENT 


Frequently in the newborn there oc¬ 
cur embr.vonic remnants that produce 
congenital anomalies. These anomalies, if 
left untreated, may result in death. Search 
of the literature reveals numerous cases 
of obstruction of the gastrointestinal 
tract in the newborn due to congenital 
bands. The predominant symptoms of ob¬ 
struction of the ga.strointestinal tract 
arc dependent upon the following factors; 
(11 the location of the obstructive site; 
(2) the completeness or incompleteness of 
the obstruction, and (31 its intrinsic or 
extrinsic nature. The outstanding s.vmp- 
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vomiting. Intractable regurgita- 
curs if the obstruction is complete 
■h. This leatis to rapid deh.vdration. 
•b'*-' imbnlnnce. starvation and 
I. t:;.- (V'.struction is incomplete 


and high, there is vomiting, with remis¬ 
sive periods. The vomitus may consist of 
the entire feeding or a portion thereof. 
This intermittent vomiting occurs until 
the obstructive process becomes more 
severe, thereby producing the picture of 
total obstruction. 

Difficulty is encountered in making an 
accurate preoperative diagnosis. Con¬ 
fronted with an infant who is vomiting, 
one must distinguish between a medical 
and a surgical problem. If medical man¬ 
agement brings about no improvement, a 
roentgen diagnostic work-up is indicated 
to determine the degree and site of ob¬ 
struction. 

In the consideration of a differential di¬ 
agnosis of vomiting, the following sur¬ 
gical conditions must be considered: (1) 
pyloric obstruction; (2) intussusception; 
(3) faulty rotation of the midgut during 
fetal development, which leads to vol¬ 
vulus; (4) esophageal atresia; (5) anom¬ 
alous vessels, producing vascular rings 
from the aorta about the esophagus; (6) 
duplication of parts of the alimentary 
tract; (7) meconium ileus; (8) congenital 
obstruction of the rectum and anus; (9) 
ring pancreas; (10) intrinsic malfor¬ 
mation of the intestinal tract, such as 
atresia or stenosis, the most common sites 
of the last-mentioned conditions being 
(a) the second part of the duodenum, 
near the ampulla (in the majority of 
cases, distal to the ampulla of Vater) ; (b) 
the duodenal jejunal juncture, which also 
is the site for congenital bands and retro¬ 
peritoneal hernia; (c) the distal portion 
of the ileum; and (d) the distal part of 
the colon and rectum; (11) congenital ob¬ 
struction of the rectum and anus. 

In addition to the conditions listed we 
should like to include torsion of the 
stomach due to congenital bands. 

Ladd'* pointed out that surgical meas¬ 
ures are well tolerated bj’^ the newborn. 
Even during the first fortj’-eight hours 
the child presents a better risk than it 
does a week later. 

The mechanism producing the obstruc¬ 
tion in the case presented developed in 
the following manner: Congenital band.s 
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extending from the distal third of the 
stomach to the undersurface of the liver 
were observed. These bands were fixed 
and inelastic. The stomach enlarges in 
the neonatal period and is, relatively, a 
free and mobile sac. However, owing to 
fixation of its distal third in this case, pro¬ 
gressive torsion took place. This torsion 
prevented the exit of food into the du¬ 
odenum, producing obstruction. 

SUMJrARY 

1. A case of torsion of the stomach due 
to congenital bands is presented, 

2. A review of the literature fails to i*e- 
port a similar case. 

3. A brief outline of diagnosis and 
management is presented. 

SUMARIO 

1. Um caso de torsao do estomago 
devido a adesoes congenitas e aprcsentado. 

2. Nao se encontrou, revendo a litera- 
tura, caso similar. 

3. Um breve esb6?o de diagnostico e de 
conduta e apresentado. 

Rtsvut 

1. L’auteur presente un cas de torsion 
de I’estomac secondaire a des adherences 
congenitales. 

2. La compilation de la litterature ne 
peut pas produire de cas sembable, 

3. On discute brievement du diagnostic 
et du traitement. 


RESUMEN 

1. Se presenta un caso de torsion del 
estomago por bandas congenitas. 

2. No se enciientra en la literatiira 
comunicacion de un caso similar. 

3. Se presenta un lineamiento breve 
sobre diagnostico y tratamiento. 

ZUSAMMENFASSUNG 

1. Es wird ein Fall von durch kon- 
genitale Verwachsungen entstandener 
Torsion des Magens vorgestellt. 

2. Die Durchsicht der Literatur ergibt 
keinen Bericht eines aehniichen Falles. 

3. Es wird ein kurzer Umriss der Diag¬ 
nose und der Behandlung gegeben. 

RIASSUNTO 

1. Viene riferito un caso di torsione 
dello stomaco dipendente da briglie con- 
genite. 

2. Lo studio della Letteratura non ha 
rivelato altri casi simili. 

3. Viene delineate brevemente la diag- 
nosi e la cura. 
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Ruptured Intervertebral Disc 

A Postoperative Follow-Up Study 

RALPH D. PADULA, M.D., A.I.C.S., and ROBERT C. KEYS, M.D. 
SOUTH NORWALK, CONNECTICUT 


M any questions in regard to herni¬ 
ated discs have had exhaustive 
study from orthopedists and neuro¬ 
surgeons since Mixter and Barr’s history¬ 
making article in 1934A As a result, so 
many articles have appeared on that sub¬ 
ject that it is not within the scope of this 
paper to review more than a few of them. 

Grant and his co-workers,- from the 
University of Pennsylvania, in 1948 re¬ 
ported on a group of 95 patients one to 
five years after operation. Weight bear¬ 
ing was allowed during the first week and 
a supportive belt worn for six to twelve 
weeks longer. The patients’ ages varied 
from 19 to 63 years, most of them being 
in the second to the fourth decade. Myelo- 
graphic studies had been done in all cases 
and, according to the authors, were dis¬ 
tinctly helpful in diagnosis and localiza¬ 
tion. Eighty-seven per cent of the pa¬ 
tients were satisfied with the operation 
and would accept it again if needed. 
Sixty per cent of the entire group wei'e 
con.sidered cured. Thirty-one per cent of 
the laborers returned to lighter Avork. 

Lewin^ in 1947, at the Twelfth National 
Assembly of the International College of 
Surgeons, gave an excellent review of the 
acceptance of the disc syndrome by the 
surgical world. He expressed the opinion 
that concealed discs as described by Dandy 
account for 25 per cent of the patients 
whose condition is diagnosed as herniated 
disc. The diagnosis was based on the his¬ 
tory and on clinical examination. Lewin 
was convinced that all accessory tests, 
such as contrast myelographic .studies, 
should be avoided if possible. 

Ar.r...:,! A--.T7i!:y „f tk<- Vnitwi 
..f Sur- 
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Roofe’s^ report of the rich supply of the 
annulus by sensory nerves is well worth 
remembering. Spurling“ noted how Avell 
this relates to the patient’s experience of 
pain from manipulation of the annulus 
during removal of the disc with the region 
under local anesthesia. 

Spurling and Grantham^ described a 
study of 378 private patients, some of 
AA'hom had been operated on as long as 
eight years before the report was made. 
Eighty per cent of these were able to do 
the same work they had done before the 
onset of disability. The same percentage 
considered the operation successful. Only 
39 per cent reported complete relief of low 
back pain. Three per cent of this series 
had a recuiTance at the same level and 
required reoperation. The operative risk 
was considered about the same as that 
of a noncomplicated inguinal hernia. 

Steindler® reported complete relief of 
pain in 23 patients (60 per cent) of a 
series of 31 in Avhich fusion Avas not done. 
In another series of 8 in Avhich fusion 
Avas also done, complete relief of pain Avas 
gained in 87 per cent. In cases of pro¬ 
longed and repeated back pain, he recom¬ 
mended fusion before sciatic radiation ap¬ 
peared; he removed the disc to cure the 
sciatica and fused the unstable joint that 
caused the disc to degenerate. 

Eckert and Decker," reporting on 166 
patients from the service of Dr. J. Albert 
Key, concluded that good results Avere 
obtained in 86.7 per cent. The highest per¬ 
centage of good results AA’as obtained in 
patients Avith herniated discs as opposed 
to those Avith buldging or softened ones. 

Lenhard® reported on 843 patients oper¬ 
ated on between 1941 and 1944, in the 
service of the late Dr. Walter E. Dandy. 
Of these, 147 returned for examination. 


OO 



VOL. XVIIL NO. 1 


PADULA AND KEYS: RUPTUKED DI.'^C 


Lenhard e.stimated that he had obtained 
G7.5 per cent good results, with an addi¬ 
tional 17 per cent showing some improve¬ 
ment. 

Love" reported on 1,217 patients sub¬ 
jected to operation for protruded inter¬ 
vertebral disc from 1939 to 1941 inclu¬ 
sive. Air myelographic studies were 
routinely used for diagnosis. The aver¬ 
age age of the patients was 39.2 years, 
and the postoperative mortality rate was 
0.25 per cent. Of 987 patients studied by 
letter or examination, 90.4 per cent re¬ 
ported benefit as a result of disc removal 
without fusion; 93 per cent considered 
the operation worth while, and 47 had 
recurrent protrusion of disc material at 
the original site of operation. 

Cloward'" reported 90 per cent of cui;es 
among 150 patients studied from a series 
operated on since 1943. In all of these 
fusion as well as disc removal was pei- 
formed. 

It will be noted that all the aforemen¬ 
tioned reports described favorable results 
of the operation. Quite a different iV'-.e 
was sounded, however, in the report of 
Aitken and Bradford,'^ who reviewed the 
records of 170 disc operations done be- 
twen 1940 and 1944. Their data wore ob¬ 
tained in the home office of a large, insur¬ 
ance company. In 67 cases no pathologic 
disc was found, and the results in these 
cases were poor in comparison with the 
others. Forty-three of these patients had 
reflex or sensory changes consistent with 
nerve root irritation at the supposed level 
of the disc; therefore, since no disc was 
found, the authors concluded that nerve 
root irritation' is not always due to the 
pressure from a ruptured disc. Inconsis¬ 
tent sensory manifestations may be the 
first clue to the existence of a neurosis. 
There were 5 deaths among the I"*® 
tients; for the same 170 the total final 
results were 13 per cent excellent, 17 per 
cent good and 25 per cent fair. The res 
had continued symptoms and had no 
returned to a gainful occupation. 

Colona and Friedenberg'- reported 
cases in which there was a definite 
nosis of protruded disc in the lum a 


canal, but in which the patients refused 
surgical intervention and were treated 
by sedation, physiotherapy, bed rest and 
restricted activities. They were followed 
for an average of two and seven-tenths 
years. The average age was 39. Twenty- 
nine per cent were pain-free, GO per cent 
had occasional pain and the rest com¬ 
plained of constant pain. Thirty-two per 
cent of the patients in this series were 
di-satisfied. 

Till’ report of the present authors deals 
with ,dl of the patients of the Padula 
Clinic subjected to disc operations from 
1938 to !iU6 inclusive. One patient had 
previou.sly undergone an unsuccessful 
operation by another surgeon. All patients 
were first treated by conservative means, 
such as removal of foci of infection, rest, 
local heat, massage, active and passive 
motion and graded exercises. Support by 
braces or a belt had often been given, 
and many had been subjected to manipu- 
i.ition by other therapists. Loss of earn¬ 
ing power was a predominant reason in 
-election for operation; other reasons were 
severe pain and disability. All patients 
were given a choice of continuing conser¬ 
vative treatment or accepting surgical 
intervention. 

Clinically, these patients presented the 
well known picture of low back pain and 
sciatic distress. Histories of moderate 
trauma, continuous or recurrent sciatic 
pain of months’ or years’ duration, and 
aggravation of pain in the back or legs 
on coughing or sneezing were typical. 
Examination demonstrated flat back, lum¬ 
bar spasm, restricted back and leg move¬ 
ments, stoop, list, limp, changed reflexes, 
atrophy and sometimes weakness of the 
legs. Hot all these features were present 
in all cases at the same time, and when 
they did occur they tended to be of fleet¬ 
ing duration. 

At the time of operation the average 
duration of symptoms was three and eight- 
tenths years for the group. One patient 
out of 6 was unable to give any history 
of trauma. In about half the patients no 
abnormalities were ob.=i=’"'^ in the ee 
and ankle re^ 
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When it became evident that conserva¬ 
tive treatment was doomed to failure, con¬ 
sideration was given to a contrast medium 
study; but this study was not carried out 
unless the patient was willing to undergo 
an operation in case we should definitely- 
recommend it. Otherwise, in our opinion, 
there is little point in doing this special 
roentgen procedure. Earlj'- in our work 
we used 5 cc. of lipiodol for myelograms, 
but when pantopaque became available 
we changed to that oil because of its lesser 
viscosity. In our hands 6 cc. seems the 
optimum quantity for most patients. We 
used air also, but for only a short time, 
since we could not recognize the patho¬ 
logic condition by that means. 

Reports of studies with contrast media 
show results in several categories: 

1. Oil was deposited extradurally in 3 
instances, or 2.6 per cent of the total 
number of cases. At operation each pa¬ 
tient showed a ruptured disc, and after 
five years there are 2 excellent results 
and 1 satisfactory. 

2. Reports were lost in 3 instances. 

3. There were five flatly negative re¬ 
ports: among these there was 1 with 
negative results (20 per cent). Present re¬ 
sults among the 5 are: 2 excellent, 1 poor, 
1 fair and 1 satisfactory. 

4. Suspicious or equivocal reports were 
returned in 34 instances (29 per cent). 
In this gro]) there were 2 surgical ex¬ 
plorations that gave negative results (5.6 
per cent). 

5. There were 69 positive reports (60.5 
per cent). Two surgical explorations 
(2.S i)er cent) gave negative results. 

It will be noted that the percentages of 
surgical explorations giving negative re¬ 
sults in the last three categories speak 
we!! lur the value of myelographic study. 

1'.venty-four of oui‘ patients (20.8 per 
Cent) Were women, and the a\erage age of 
t::>- er.tire group at opera.tion \m.s 40 
tlu!-, a..-; would be e.xjierted. most 
'■.a:: ;:.t;(_;'.ts come from among jier-^ons 
' ' :.!• no tftiysiea.Hy active, the con- 
(iurir.e their mo-t produc- 

- •' 1 ata r.t was younger than 

- '■■at, ( . n r t!-.:-.!'. .:s. In the ca.se of 


the patient aged 68, operation tvas not 
advised at first, but Avhen conservative 
treatment had failed he said he wanted 
operation in spite of his age and the fact 
that he was retired—he wanted to be able 
to “sit about the pinochle table with the 
rest of his friends.” Thus he overrode 
our objections and postoperatively made 
a rapid return to the game and to hap¬ 
piness. 

The average number of postoperative 
daj’^s in the hospital was nine and four- 
tenths; 44 patients (38 per cent) left the 
hospital in one week or less after opera¬ 
tion. In 109 patients the spinal canal 
showed pathologic change when opened 
surgically; 106 of these had ruptured 
discs, and in 3 of them there were also 
arthritic spurs growing from the lamina 
into the canal. Of the remaining 3 pa¬ 
tients, 2 had varicosities of the venous 
plexus anterolateral to the dura and the 
other showed oxycel (of 114 patients, 1 
was subjected to surgical exploration soon 
after his operation, making 115 opera¬ 
tions) . 

We have been able to follow 99 of these 
patients for at least five years and have 
graded our results according to their con¬ 
dition as given below. We have not found 
it too easy to grade some of them and have 
noticed that others, too, have had such 
ti-ouble. 

Excellent Results .—Patients considered 
as showing excellent results are those who 
promptly returned to their preoperative 
occupations and resumed their other usual 
activities; and who have continued in the 
.same to an extent commensurate with age 
and physical capabilities. There were 70 
of these, or 70.4 per cent. 

Satisfactory Results .—Patients who re¬ 
turned to their usual occupations, who 
could perform all but the most strenuous 
activities Avithout return of transitory 
pain, and who are satisfied that the opera¬ 
tion was done, are classified as .showing 
satisfactory results. There were 14 of 
these, or 14.2 per cent. 

Fair Results .—Patients who have not 
been alile to return to their usual occupa¬ 
tions. especially if hard labor is involved. 
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or -who suffer intermittent return of sjunp- 
toms of variable duration and have had 
to accept lighter work, or who question 
the success of the operation, are classified 
as showing only fair results. There were 
5 such patients (5 per cent). 

Poor Results .—Patients showing poor 
results are those who have not materially 
improved and who feel that the operation 
was a failure. There were 8 of these, or 
7.7 per cent. 

Fatalities .—Two patients died — the 
mortality rate is 1.7 per cent. One man 
had been hispitalized at once after a fall 
of 40 feet from a silo a year before we 
saw him. He had remained bedfast in 
the hospital and in severe pain. Much of 
the time he had run a high septic tempera¬ 
ture from infection in a paralyzed bladder. 
He was greatly wasted and a poor surgical 
risk; but he had severe tenderness in the 
lower part of the back, as well as bilateral 
sciatica. It seemed that operation would 
afford him the best prognosis. Herniated 
disc tissue was observed at operation, and 
his sciatica and back pain left him. When 
it seemed about time to get him out of 
bed, pneumonia developed; sulfa was used, 
but meningitis set in and he died thirty 
days after the operation. The same type 
of pneumonoccus caused both the pneu¬ 
monia and the meningitis. 

The other patient had complained bit¬ 
terly of pain in the back and legs for sev¬ 
eral years and was seen on his last admis¬ 
sion by several doctors. Disc tissue was 
removed, and his pain almost entirely 
left him. A month later a mass appeared 
in his groin, and he died shortly there¬ 
after of metastatic cancer. 

SUMMARY 

The authors present a review of 114 
consecutive cases in which patients were 
operated on for ruptured disc between 
1938 and 1946 inclusive. A follow-up of at 
least five years has been reported on 99 
of these. Well over 80 per cent show re¬ 
sults classified by a rigid grading system 
as excellent or satisfactory. No spinal 
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fusions were done on the patients of this 
series. There was a mortality rate of 1.7 
per cent. The low morbidity rate and the 
excellent results obtained in this series 
make it compare favorably with those of 
other authors. 

CONCLUSIONS 

At the beginning of our work we were 
under the impression that ruptured discs 
producing symptoms were rare. The lit¬ 
erature now shows them to be the most 
commonly proved cause of pain in the back 
and legs. In our opinion the cause is 
trauma, usually acute but sometimes 
chronic. Our experience has shown that 
a contrast medium is of great value in 
making the diagnosis and in localization 
of the lesion; no permanent deleterious 
results of the use of iodized oil have ap¬ 
peared among our patients. It seems to 
us that this conception of the cause of low 
back and sciatic pain, together with the 
operative treatment, represents a great 
step forward in orthopedic surgery since 
1938. Without the help and inspiration of 
many contributors to the literature it 
would not have been possible for us to 
accomplish this work. 

SOHLUSSFOLGEEUNOEN 

Als wir unsere Arbeit begannen, batten 
wir den Eindruck, dass zerrissene Zwi- 
schenwirbelscheiben, die Symptome her- 
vorrufen, selten seien. Die Literatur zeigt 
nun, dass die Zwischenwirbelscheibenrisse 
sich als die haeufigste Ursache von 
Schmerzen im Ruecken und in den Beinen 
herausstellen. Wir, glauben, dass die Ur¬ 
sache ein Trauma, gewoehnlich ein akutes, 
manchmal ein chronisches, ist. Nach un- 
serer Erfahrung stellt die Anwendung 
eines Kontrastmittels eine wertvolle Hilfe 
zur Stellung der Diagnose und zur Lo- 
kalisation der Erkrankung dar; bei un- 
seren Kranken haben sich keine dauern- 
den schaedlichen Wirkungen des ange- 
wandten Jodoels gezeigt. Die neue Auf- 
fassung von der Ursache des unteren 
Rueckenschmerzes und des Ischias- 
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schmerzes und die sich daraus ergebende 
operative Behandlung scheinen uns den 
groessten Fortschritt in der orthopae- 
dischen Chirurgie seit 1938 darzustellen. 
Ohne die Hilfe und Anregung vieler Au- 
toren waere die Ausfuehrung unserer Ar¬ 
beit nicht moeglich gewesen. 

CONCLUSION! 

Airinizio del nostro lavoro avevamo 
rimpressione che la rottura del disco pro- 
ducesse raramente sintomi. La letteratura 
mostra, ora, che questa e la causa piu fre- 
quente di dolori al dorso e alle gambe. 
Pensiamo che la causa sia il trauma, di 
solito acuto ma qualche volta cronico. 
L’esperienza ci ha dimostrato che il mezzo 
di contrasto e di grande aiuto perla diag- 
nosi e la localizzazione della lesione; non 
abbiamo mai avuto effetti dannosi perma¬ 
nent! dall’uso deir olio iodato nei nosti'i 
malati. Ci sembra che questo concetto 
sulla causa del dolore lombare e sciatico, 
e la sua cura operatoria, rappresentino un 
passo avanti della chirurgia ortopedica 
dopo il 1938. Senza I’aiuto e I’ispirazione 
di chi ha contribuito alia letteratura di 
questa affezione non ci sarebbe stato possi- 
bile compiere questo lavoro. 

CONCLUSOES 

Ao inicio de nossad atividades nos 
estavamos sob a iipressao de que discos 
rompidos produzindo sintomas eram raros. 

A literatura atual demonstra serem eles 
a mais comum e provada causa de dor 
nas co.^tas e pernas. Em nossa opiniao a 
cau.<a e traumatica, usalmente trauma 
agudo ma.^; algumas vezes cronico. Nossa 
cxporienca tern demonstrado que um con- 
traste medio e de grande valor para se 
fru'.er o (liagno.'^tico e para se localizar a 
lesao; resultados permanents deleterios 
ciini (I 11 so de oleos iodadus nao apare- 
crram entrc nossos pacientes. Parece-nos 
c.G- vsta concept^ao da causa de dor lombar 
r MX:. V (it- (ior ciatica. juntos com o trata- 
rr--v.p.,-r:-.tor:o. reprt-senta um grande 


desde 1938. Sem a ajuda e inspiragao de 
muitos contribuintes a literatura nao teria 
sido possivel para nos completar este 
trabalho. 

RESUME 

Au debut de nos travaux, nous avions 
I’impression que les disques hernies etaient 
pen souvent pathologiques. La litterature 
prouve maintenant le contraire. La 
douleur pent etre aigue ou chronique. 
Notre experience nous a prouve qu’un 
moyen de contraste a ete d’une grande 
utilite pour porter le diagnostic et local- 
iser la lesion. Aucun etfet nocif n’a suivi 
Tusage d’huile iodee. Nous avons I’im¬ 
pression que la conception de la douleur 
sciatique et de la douleur lombaire basse 
avec son traitement, a fait avancer 
grandement la chirurgie orthopedique 
depuis 1938. Sans I’aide de ceux qui out 
deja enrich! la litterature, le travail eut 
ete impossible. 

RESUMEN 

Se tiene la impresion inicial de que la 
ruptura de los discos produce raramente 
sintomatologia. La literatura indica ac- 
tualmente que es la causa mas comun del 
dolor lumbar y de las piernas. En opinion 
del autor la causa es traumatica, ordi- 
nariamente aguda pero algunas veces 
cronica. Su experiencia ha mostrado que 
un medio de contraste es de gran valor 
para hacer el diagnostico y localizacion 
de la lesion, no habiendo observado efectos 
desagradables consecutivos con el uso del 
aceite yodado. Parece que esta concep- 
cidn de la causa del lumbago y de la ciatica, 
junto con el tratamiento operatorio, repre- 
senta un gran paso para la cirugia orto¬ 
pedica desde 1938. No hubiera sido posible 
llevar a cabo este trabajo sin la ayuda 
e inspiracion de los muchos que han con- 
tribuido para la literatura. 
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To Fellows or Associates Interested in the Section on 
Occupational Surgery 

The Canadian and United Slates Chapters of the International College of 
Surgeons are planning a scientific section meeting on the afternoon of Wednesday, 
Sept. 3, 1952, in connection with the Seventeenth Annual Assembly at the Conrad 
Hilton Hotel in Chicago. Tin's activity is a continuation of the interest that was 
shown in the September 1951 meeting. An excellent scientific program will be 
given, w’ith time for discussion of papers relating to occupational surgery. In all 
probability this meeting will be preceded by a lunclicon. Details of the meeting, 
with the program, will be published later. 

If vou are already a member of this Section, you will receive this notice in due 
time. If you are not a member, and are interested in becoming affiliated with this 
Section, please so indicate by a letter to the secretary. 

Chester C. Guy, M.D., F.A.C.S., F.I.C.S. 

Secretary of Section 





Treatment of Anal Stenosis by Galvanotherapy 

HARRY L. FEIT, M.D., A.I.C.S. 

BROOKLYN 


A nal stenosis may be defined as a 
cicatricial contracture of the lumen 
^ of the anal canal. The condition may 
be cong-enital or acquired. 

Congenital malformations are relatively 
rare and are usually due to persistence 
of the anal plate at the anorectal junction 
after fusion of the hindgut and the proc¬ 
todeum. Another rare anomaly is the pres¬ 
ence of a fibrous membrane at the anal 
margin. 

The acquired condition in most in- , 
stances follows anal operations improper¬ 
ly performed. It is with this type of con¬ 
dition that this article is primarily con¬ 
cerned. Stenosis may occur under the fol¬ 
lowing circumstances: 

1. When too much anal skin is excised 
during operation and no islands of 
.ckin are left between denuded areas. 

2. When hemorrhoids are removed 
transversely rather than in the long¬ 
itudinal axis. 

‘j. When too much transverse suturing 
ha.s been employed. 

•5. As a sequel to use of the Whitehead 
operation and the clamp and cautery 
method. 

T). WIhui iKistoperative care and dila¬ 
tation have been inadequate. 

Other eause< include burns, trauma, 
inlhiinmatory anal and perianal condi- 
ticns. gonorrhea, anieliic dysentery, lym- 
l>'ni‘gr;tnulom:i veiie reu m. tuljerculosis, 
.-yp'nilis. ma.lignant di'ea.-e, tumors of ad- 
;:.ci :'.t structures. ;ind >Ioughs ffillowing 
'■.io.-ntar.-tiu-; injections for pruritus ani 
( .-ca.-ior.ally folhiwing .-ptmtaneous 
i-: cr.ronic ana.l fissures. 

_—Pat'nologicaHy the 
t ■ '.".r- 1 ' t;.:.t >>; t'fornns connective tissue 


Pathologic Classification .—Two types 
of stenosis may be distinguished: (a) 
soft and (b) hard. The former is of more 
or less recent origin, responsive to dila¬ 
tion and rarely relapsing; the latter rep¬ 
resents an infiltration of long standing, is 
fixed and firm and is not amenable to 
dilation. 

Anatomic Classification. — Anatomi¬ 
cally, stenosis may be classed as (a) 
linear, (b) annular, (c) valvular and (d) 
tubular. The linear type presents a ridge¬ 
like eschar. In the annular type the con¬ 
traction is local and ringlike. The valvular 
type occurs when there is a puckering up 
of one side, such as follows cicatricial 
healing of an ulcer. The tubular type is 
encountered when a considerable area is 
constricted. 

Symptoms .—There may be a history of 
previous operation or disease, ineffectual 
efforts at defecation, mucopurulent or 
sanguinous discharge, tenesmus, anal pain 
and discomfort (especially during bowel 
evacuation), hard narrow ribbon-like 
stools, frequent occui-rence of fecal im¬ 
paction, and necessity for enemas or 
cathartics. 

Diagnosis .—The diagnosis is based pri¬ 
marily on the history and on the results 
of digital examination. 

Treatment .—Treatment may be surgi¬ 
cal or palliative. Surgical treatment in¬ 
cludes proctotomy, anoplasty, excision and 
colostomy. Its disadvantages are as fol¬ 
lows ; 

1. It requires an expensive stay in the 
hospital, with resultant economic loss. 

2. The patient is disabled for variable 
periods. 

•S. There is always an attendant ane.s- 
thetic risk. 

-L There may be severe postoperative 
pain. 
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5. There is tianger of complications, 

6. Operation is not always successful; 
the condition may recur. 

Palliative treatment in general consists 
of care of the bowels, a nonresidue diet, 
treatment of local ulcerations, warm sitz 
baths, application of soothing anesthetic 
such as infection and postoperative hem¬ 
orrhage, 
ointments, etc. 

Dilation, if employed, may be digital 
or instrumental. The latter includes the 
use of graduated hard rectal dilators or 
flexible Wales bougies. Mechanical dila¬ 
tors have their disadvantages: 

(1) They are painful; (2) they never 
cure cicatricial stenosis, and (3) the use 
of force may result in infection, traumatic 
Assures, ulcers and local proctitis. 

Carbon dioxide snow is also attended by 
disadvantages: (1) There is danger of 
severe proctitis, secondary spasm, and 
sloughing; (2) the method is time-con¬ 
suming and is used at fifteen-minute inter¬ 
vals for one hour; and (3) it requires 
preliminary healing of local ulcerations 
before the initiation of treatment. 

Diathermy utilizes the Hegar bougie as 
the active electrode. The time required for 
treatment is fifteen to thirty minutes, 
daily or every other daj', for about twenty 
treatments. The disadvantages are (1) 
the danger of hemorrhage and burns, (2) 
the duration and frequency or treatments 
and (3) the frequency of recurrence and 
poor results. 

Galvanic Method. — History: The gal¬ 
vanic current, one of the oldest forms of 
electrotherapy, is named after Galvani, 
who in 1786 conducted his famous “frog 
leg” experiment in Bologna, Italy. It is 
a direct or continuous electrical current 
with definite positive or negative polarity, 
and is the only current possessing true 
chemical action. 

About 1892, Dr. Robert Newman of 
New York achieved great success in the 
treatment of urethral strictures wdth 
negative galvanism. This condition had 
hitherto been considered hopeless. To any¬ 
one who followed his teachings, his meth¬ 
od, termed “electrolysis,” brought excel¬ 


lent results in the dissolution of urethral 
scar tissue. This useful method was never 
universally accepted, however, owing to 
lack of sufficient knowledge on the sub¬ 
ject, inadequate technic and faulty equip¬ 
ment. 

In 1909, Bazy' and Quenu- independ¬ 
ently reported application of the negative 
galvanic current in the treatment of anal 
strictures, with good results. This proce¬ 
dure was soon forgotten and has seldom 
been practiced by the proctologist up to 
the present. 

Galvanism is a method that has proved 
itself of great benefit as an office proce¬ 
dure in my practice. However, before one 
can utilize it clinically a thorough under¬ 
standing of its nature and the technics 
involved is imperative. When this cur- 
I'cnt passes through the body, certain 
physiologic changes take place in the 
ti.ssues adjacent to the electrodes. Body 
fluids are largely composed of water. 
During the process of electrolysis the 
oxygen radical, being electronegative, col¬ 
lects at the positive pole, while the hydro¬ 
gen element, which is electropositive, 
travels to the negative pole. It is this 
affinity that gives the two poles their ex¬ 
actly opposite therapeutic effect. 

Equipment Necessary: The following 
items are required: 

1. A galvanic generator containing a 
miliiamperemeter. Three types are avail¬ 
able: (a) a B-battery set, fb) an electric 
motor with copper rectifier, and (c) a 
vacuum-tube machine. The last provides 
the smoothest type of current and is 
preferable. 

2. An indifferent pad electrode meas¬ 
uring 4 by 5 inches (10 by 12.5 cm.). 

3. A set of graduated rectal metallic 
electrodes with insulated handle. 

4. Conducting cords. 

5. A convenient treatment table. 

6. Proper lighting. 

7. A suitable water-soluble lubricant, 
such as K-Y jelly or glycerin. Do not use 
petrolatum or oily preparations, which 
are insulating and interfere with electri¬ 
cal conductivity. 

Modus Operandi: The procedure that 
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Phijsical and Chemical Properties of the Galva7iic Cnm-cnt 


Positive Pole (Anode) 

1. Liberates oxygen 

2. Local acid reaction 

3. Sedative effect, relieves pain 
d. Soothes local inflammation 

5. Coagulates and hardens tissue albuminoids, 
forming a dry, unyielding scar 

G. Is a vasoconstrictor and astringent 


7. Dehydrates tissues and dries secretions 

8. Is antiseptic and germicidal 

I have used involves the following steps: 

The patient is placed in the left Sims’ 
position, with the right knee flexed to the 
chest and the left leg extended. 

The dispersive electrode is placed under 
the left thigh and connected to the posi¬ 
tive terminal of the galvanic machine. 
This pad is composed of a metal disc at¬ 
tached to a layer of some absorptive ma¬ 
terial, such as cellucotton or felt. It is 
thoroughly and evenly immersed in wai*m 
saline or sodium bicarbonate solution for 
good conductivity. 

The active electrode is an olive-shaped 
copper or aluminum ball, % to 1 inch 
(1.9 to 2.5 cm.) in diameter at its widest 
point, which is threaded onto and sup¬ 
ported by an insulated handle. The bulb 
and handle may be separated b 3 ^ a plastic 
ring, 2 inches (5 cm.) in diameter and 
inch (0.3 cm.) thick. This acts as a stop 
at the anal verge, preventing the instru¬ 
ment from extending further into the 
anal canal and stead.ving it at the anal 
margin. The handle has a receptacle for 
attachment of the cord tip at its proximal 
end. The wire is connected to the nega¬ 
tive terminal of the machine. The metal 
bulb is lubricated, and with the patient 
bearing down is inserted per antau, with¬ 
out force, to the point of comfortable 
tolerance against the seat of the stenosis. 
It is gently and steadily held in position 
at tliis point. The rheostat, which should 
bi. at tile ac-ro mark and at the off posi¬ 
tion.. turneii on. and the current is 
s’fwiy and gra.tiually increased until it 
r-ac;:t,' c, milliamperes .''.s noted on the 
ina.-.amr..remeter. This should be main- 


Negative Pole (Cathode) 

1. Liberates hydrogen 

2. Produces an alkaline caustic reaction 

3. Irritates and stimulates 

4. Causes inflammation 

5. Has a solvent effect; relaxes, softens and 

liquefies tissues, causing local decomposi¬ 
tion and disintergration and a soft scar 

6. Causes vasodilation and increases bleeding. 

Useful in atrophied, wasted tissues, where 
it promotes blood congestion and stimulates 
nutrition 

7. Increases secretions 

8. Is nonbactericidal 

tained for twelve minutes. If the patient 
complains of undue discomfort the in¬ 
tensity should be promptlj’' and slowly re¬ 
duced to a comfortable level. 

Ions travel at a relatively slow rate 
of speed. Therefore, a longer treatment 
with small milliampereage will achieve 
better results than a short application 
with a stronger current. Increasing and 
diminishing the current slowly and evenly 
eliminates discomfort and sudden shock 
to the patient. The current should be 
under perfect control at all times, free 
from fluctuation and absolutely smooth. 
The milliampereage has a tendency to 
rise spontaneously during the course of 
the treatment. This should be watched 
and decreased when necessaiT- 

Soon after the treatment is initiated, 
white bubbles of hydrogen appear around 
the olive-tipped electrode and it can be 
easily moved about and inserted further 
into the anal canal. This is indicative of 
the successful dissolution and electrolytic 
decomposition of local scar tissue. Contact 
from the area should never be broken 
while the current is on. At the end of the 
seance the current is gi’adually reduced 
to zero. The electrodes maj'^ then be re¬ 
moved. Succeeding visits should not be 
encouraged until the mild local reaction 
(transitorj’ proctitis) has completelj' sub¬ 
sided, usually after four or five days. 
Ever.v treatment should be followed b.v 
gentle digital dilation, an ane.sthetic oint¬ 
ment being used as a lubricant. At each 
.subsequent application a sound slightly 
larger in caliber may be emploj'ed. 

The same equipment and procedure may 
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readily be applied for the correction of 
contracting cicatricial skin bands associ¬ 
ated with colostomy or ileostomy stenosis. 

Cases should be selected. All patients 
with deep fissures and local ulcerations 
require preliminary healing of these le¬ 
sions before the negative galvanic cur¬ 
rent is used. Granular discharging sur¬ 
faces should first be treated with local 
medicaments. Another successful way of 
treating local lesions is by administering 
a few milliamperes of positive galvanic 
current for a few minutes through the 
medium of a copper sound applied directly 
to the denuded area.“ This forms a green¬ 
ish blue precipitate of copper oxychloride 
as a granulating coating over the raw site. 
The action is antiseptic and healing. 
Superficial cracks may be ignored and the 
negative galvanic therapy initiated im¬ 
mediately. 

Safety Rules or Precautions to be Ob¬ 
served with Treatment. —1. Before be¬ 
ginning treatment make certain of the 
polarity. Most machines indicate the posi¬ 
tive terminal by the direction of the polar¬ 
ity switch. Connect the wire from the 
active or anal electrode to the negative 
pole and the dispersive electrode (wet 
pad) to the positive pole. 

2. The rheostat should be at zero and 
at the off position. 

3. Tighten all electrical connections. 

4. The metal of the cord tips should not 
come in contact with the patient’s bare 
skin, else a burn will ensue. 

5. Clean and polish the metal olive 
with an abrasive, such as steel wool, to 
improve conductivity. 

6. Increase and decrease the cui'rent 
slowly and gradually. 

7. Instruct the patient to report any 
burning sensation or pain. If present, re¬ 
duce the current. 

8. During the treatment never with¬ 
draw the electrodes or lose contact with 
the patient. 

9. Every pad electrode must be well 
covered (no bare metal edges) and evenly 
saturated. If there is dryness in any part 
a burn may result. The electrodes must 
be evenly covered by padding, for folds or 


creases cause an uneven distribution of 
current. 

10. Wash the skin before applying the 
pad. Cover any abrasion or papule with 
a small piece of adhesive tape. 

11. A long treatment with rather small 
milliampereage (up to 6) is better than 
a short treatment with higher intensity. 

12. The galvanic machine used must 
supply a smooth, even, well-filtered cur¬ 
rent. 

13. Select your cases. Heal local ulcera¬ 
tions before initiating treatment. 

Advantages of the Galvanic Method.— 
The advantages of this means of treat¬ 
ment are as follows: 

1. It is inexpensive and simple. 

2. There is no danger, and there are 
no unfavorable sequelae. 

3. Tbe patient is ambulatory, and there 
is no interference with business. 

4. The treatment is painless. 

5. It can be carried out in the physi¬ 
cian’s office. 

6. It is likely to be permanently suc¬ 
cessful. 

REPORT OP CASES 

Negative galvanotherapy has been suc¬ 
cessfully carried out in 20 cases of post¬ 
operative anal stenosis and in 4 colosto- 
mized patients. The latter had previously 
had two or more operative revisions, fol¬ 
lowed by digital dilatation for several 
months. 

Case 1.—Mrs. D. M., a teacher aged 67, 
was referred by her brother, a physician. Her 
chief complaint was persistent constipation 
for the past ten years, associated with pain¬ 
ful bowel evacuations. No history of previous 
surgical treatment was elicited. On inspection 
the presence of a healed scarified anal fissure 
in the midposterior quadrant was noted. 
Digital examination revealed the presence of 
a contracted stenotic anal canal, about the 
di.ameter of a lead pencil. Two weekly treat¬ 
ments with the negative galvanic electrode 
were administered, with excellent results. 
The anal canal then permitted full digital and 
anoseopsic examination. Reexamination after 
three months has revealed no recurrence. 

Case 2.—Mrs. I. F., a 48-year-oId house¬ 
wife, was referred with a chief complaint of 
painful bowel elimination and severe consti- 
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pation. These .symptoms dated from a hemor¬ 
rhoidectomy and excision of an anal fissm-e 
performed five years earlier. Examination 
revealed a markedly stenotic anal orifice. Four 
weekly electrolytic applications were given, 
with gentle digital dilatation following each 
treatment. The results were very satisfactory 
and finally permitted entrance of an olive 1 
inch (2.5 cm.) in diameter without difficult.v. 
A checkup in six months revealed no recur¬ 
rence. 

Case 3.—Mrs. V. L., aged 32, had a hemor¬ 
rhoidectomy performed recently for multiple 
prolapsing externo-internal hemorrhoids. Dur¬ 
ing the convalescent period a moderate nar¬ 
rowing was noted at the anal verge. This did 
not respond adequately to dilatation and 
necessitated regular use of laxatives. Two 
weekly negative galvanic treatments were 
given, with almost immediate improvement in 
the local condition and easier elimination. Re¬ 
examination after three months has shown 
no recuiTence of the anal stenosis. 

Case 4.—]\Ir. D. W., aged 26, was operated 
on in December 1050 for anal fissure, cryp- 
titis, hypertrophied papilla and external and 
internal hemorrhoids. Convalescence was un¬ 
eventful until the final stage, when a moderate 
degree of narrowing was noted at the anal 
verge. This resulted despite repeated dilata¬ 
tion. Two negative galvanic treatments at 
weekly intervals brought marked improve¬ 
ment. A si.x-month checkup has revealed no 
recurrence. 

Case 5.—^Irs. S. G., aged 64, was referred 
by a general surgeon for treatment of colos¬ 
tomy stenosis following multiple surgical re¬ 
visions. Her chief complaint was of difficulty 
in elimination thi'ough a permanent colo.stomy 
following operation for carcinoma of the rec¬ 
tum six years before. Examination revealed 
steno.'=is of the colostomy stoma, which barely 
admitted the tip of the index finger. Three 
treatments with negative galvanism brought 
satisfactory results. The colostomy opening 
th.en admittcal the index finger at its widest 
e.ia.meter. 

.-IMMM'.V ANI> CfiNCLV.siONS 

1. A nteth. ii of Utilizing the solvent 
action of t’ne negative ga.lvanic current for 
ti'-.v cncc' "'fnl tii^.'o’ution of steno.sing 
cnatricia; ti'-ne in the ana! canal is de- 

anh taat'.ry im.-cedtire of- 
mpr V..nten: wiien other 


methods fail, and may do away with the 
necessity for corrective surgical treat¬ 
ment. 

3. Careful application of this form of 
treatment should make it useful to the 
proctologist in the office management of 
anal stenosis. 

CONCLUSION! RIASSUNTIVE 

1. Viene descritto un metodo che uti- 
lizza I’azione della corrente galvanica neg- 
ativa per la lisi delle stenosi cicatriziali 
del canale anale. 

2. Tale tecnica, che puo essere usata 
con tutta tranquillita ambulatoriamente, 
assicura notevoli miglioramenti in casi in 
cui altri metodi di solito falliscono, ed 
elimina la necessity di interventi chirur- 
gici correttivi. 

3. Questo tipo di cura, se accurata- 
mente eseguito, riesce della massima 
utilita al prottologo nella cura delle stenosi 
anali. 

ZUSAMMENFASSUNG UNO SCHLUSSFOLGERUNGEN 

1. Es wird eine Methode beschrieben, 
die sich die loesende Wirkung des nega- 
tiven galvanischen Stromes zur Aufloes- 
ung verengenden Narbengewebes im 
After zu Nutze macht. 

2. Das Verfahren, das sicher ist und 
ambulant angewandt wird, fuehrt zu er- 
heblichen Besserungen, wenn andere Me- 
thoden versagen. Es sollte die Notwendig- 
keit korrektiver chirurgischer Behandlung 
aus der Welt schafFen. 

3. Bei sorgfaeltiger Anwendung sollte 
sich die iMethode als ein wertvolles Ver¬ 
fahren zur Therapie der Analstenose in 
der Sprechstunde des Proktologen ein- 
buergern. 

SU.M.ARIO E CONCLUSOES 

1. Um metado de .se utilizar a acao 
solvente da corrente g-alvanica negative 
para di.ssolucao efetiva de tecido e.stenotico 
cicatricial no canal anal e descrito. 

2. Este processo ambulatorio seguro 
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oferece nitida menhora qiiando outros 
metodos fracassam. Deveria ser usado 
quando houver necessidade de tratamento 
corretivo cirurgico. 

3. Ciiidadosa aplicagao desta forma de 
tratamento deveria tornal o util ao proc- 
tologista no manuseio de consultorio da 
estenose anal. 

RfiSUME 

1. On decrit une methode pour faire 
resorber le tissu cicatriciel du canal anal 
en se servant de Taction negative du 
courant galvanique. 

2. Ce precede sur et ambulatoire ofFre 
des avantages marques sur les precedes 
chirurgicaux. 

3. L’application prudente de ce moyen 
de traitement doit etre tres utile au proc- 
tologiste surtout au bureau. 

RESUMEN 

1. Se describe un metodo para utilizar 
la accidn resolvente de la corriente gal- 
vanica negativa, para la disolucion satis- 
factoria del tejido cicatricial estenosante 
del canal anal. 

2. Este seguro procedimiento ambula- 
torio ofrece marcada mejora cuando otros 
metodos fracasan, pudiendo eliminar la 
necesidad del tratamiento quirurgico co¬ 
rrector. 

3. La aplicacion cuidadosa de esta 
forma de tratamiento seria de utilidad 
al proctologo, para la atencion de la este- 
nosis anal en el consultorio. 
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Hydrotherapy in Proctologic Practice 

^VILLIAM J. ECKERLE, M.D., A.I.C.S., A.A.RS. 

ROLLIXG HILLS, CALII'ORMA 


T he medicinal value of water was 
recognized bj’’ primitive man, and in 
the existing historical records hydro¬ 
therapy can be traced to the very be¬ 
ginning of the healing art. The eighteenth 
century is rightly called the golden age of 
hydrotherapy. However, interest in ph 3 ’^si- 
otherapeutic procedures began to wane 
with the advent of modern scientific medi¬ 
cine and surgeiy, and the field was almost 
completebv abandoned to faddists and 
quacks. Of late the tide has turned again, 
and increased understanding of human 
physiology has resulted in a re-evaluation 
of hydrotherapy. True, none would claim 
nowadays that physiologic methods can 
replace operative procedures and modern 
medication. But physical medicine, includ¬ 
ing hydrotherapy, has come back into its 
own as a valuable adjunct to the more re¬ 
cently developed major technics. 

The Sifz Bath .—Among the various 
hydrotherapeutic procedures in the arma¬ 
mentarium of the proctologist, the sitz 
bath is of special importance. Since the 
value of earlj' ambulation has been rec¬ 
ognized. progressive anorectal surgeons 
have been quick to emploj’ this measure, 
which affords alleviation of pain and at 
the same time promotes rapid healing. But 
it stands to reason that sitz baths are 
not being used to the full measure of their 
effectiveness,* and a brief review of in¬ 
dications for this procedure and experi¬ 
ence in its use ma.v be of practical inter¬ 
est. 

jn-eliminary word concerning the 
teclinic of the sitz bath seems to be in 
onJer. A tub of porcelain, metal or wood 
n’.ay be used. As merely topical h.vdro- 
tb.erajr.- is required, the tub is fashioned 
'.vitp. the iiatient reclining, only 
-r a.bd.ominal. pelvic and upper 

' ■ - iu..\ 2 . 


femoral regions are immersed. The limbs 
are flexed, and the feet rest in a smaller 
tub of warm water, an essential part of 
the procedure when the cold sitz bath is 
used. Some objections have been raised 
against flexion of the limbs, which may 
interfere with circulation of the blood 
in the popliteal area, and occasionally a 
half-bath (shallow bath) is substituted.- 
An improved appliance is being developed 
bj’’ a group of doctors in this area, de¬ 
signed to provide freer exposure of the 
anal and gluteal regions. As long as only 
the common type of sitz bath is available 
it is advised to place towels or blankets 
beneath the patient to prevent direct con¬ 
tact with the tub. 

The therapeutic effect and the indica¬ 
tions vary, depending on whether a cold, 
cool, neutral, hot, very hot, alternately 
hot and cold, or revulsive type of sitz bath 
is selected. The physician should be espe- 
cialty careful to state in his prescription 
the exact water temperature required. For 
instance, often a hot sitz bath is ordered 
when in reality a very hot one was in¬ 
tended. 

For optimal physiologic results the 
very hot sitz bath is maintained at a 
temperature of 106 to 120 F., and limited 
to a duration of three to ten minutes. 
Under no circumstances should the very 
hot sitz bath be extended bejmnd ten 
minutes, and if necessarj" cold compresses 
to the head and neck are applied while 
the patient is sitting in the hot tub. Im¬ 
mersion maj' be repeated two to four times 
daily, including morning and night. It is 
advisable to begin with the water at about 
100 F., and gradually increasing the tem¬ 
perature to 120 F. Some of the most 
modern equipment is so constructed as to 
prevent the temperature from rising 
above that point. A hot foot bath (110 
to 120 F.) is given at the same time. 
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The very hot sitz bath is indicated in 
the palliative treatment of cryptitis, 
papillitis, fissure-in-ano, anorectal fistula 
and papilloma of the anus, and especially 
for thrombotic hemorrhoids. Sitz baths 
also have a place in postoperative man¬ 
agement after any type of surgical inter¬ 
vention in the anorectal region, and are 
prescribed beginning with the day after 
operation. It may also be used after 
abdominoperineal section, on the sixth 
postoperative day. The very hot sitz bath 
is a strongly stimulating measure, para¬ 
lyzing the vasoconstrictors in the skin 
and quickening general metabolism. Dila¬ 
tation of the cutaneous branches results 
in shunting away of blood from the in¬ 
ternal viscera. Thus a strongly analgesic 
effect is exerted, which is especially de¬ 
sirable in the treatment of painful but 
noninflammatory conditions; for instance, 
congested hemorrhoids or anal tenesmus. 
Thermal stimulation is enhanced by ap¬ 
plying a short cold rub, cold compresses, 
a cold spray or a cold sitz bath immedi¬ 
ately after the very hot sitz bath (re¬ 
vulsive sitz bath). In the postoperative 
treatment of hemorrhoids the effective¬ 
ness of the very hot sitz bath as a sedative 
measure is greatly increased if the lower 
abdominal region is doused with cold 
water immediately after the very hot sitz 
bath, or if a very short cold bath is given 
after the hot water has been drained. 

For cold sitz baths the temperature of 
the water should be between 65 and 65 
F. In a variation of this procedure (flow¬ 
ing cold sitz bath) water of the selected 
temperature is constantly added, the depth 
of immersion being regulated by an out¬ 
flow' opening of the tub. As has been men¬ 
tioned before, the feet are placed in a 
smaller tub of hot water (105 to 110 F.), 
or they may be kept warm by means of 
hot compresses. A simultaneous cold rub, 
mainly of the chest and back but also ex¬ 
tending down to the hips, will increase the 
effect of the cold sitz bath. After a few 
minutes (one to eight) a tonic effect on 
the pelvic viscera will be noted. Cutaneous 
activity is reduced, and concomitant with 
contraction of the cutaneous vessels there 


occurs dilatation of the deep vessels of the 
lower part of the abdomen. This tem¬ 
porary hyperemia, combined with con¬ 
traction of the muscular coat of the 
viscera, is of great value in the treat¬ 
ment of constipation. Prolonged applica¬ 
tion (fifteen to forty minutes) of the cold 
sitz bath may be useful in the palliation 
of hemorrhoids. It is particularly suited 
for correction of subinvolution, and to 
stimulate absorption of residual thicken¬ 
ing of the mucosa remaining after pelvic 
inflammation. It must, however, be cau¬ 
tioned that cold sitz baths of any dura¬ 
tion are strictly contraindicated in the 
presence of acute inflammations, as well 
as in the presence of overt or suspected 
cardiac disease. Some patients, further¬ 
more, will not at first tolerate a really 
cold sitz bath; it may then be necessary 
to start with a tepid bath (80 to 85 F.), 
lowering the temperature a few degrees 
each day. 

The neutral sitz bath, with water of a 
temperature ranging from 92 to 97 F., 
has no specific thermic but only a seda¬ 
tive effect. It may therefore be prescribed 
to last up to two hours, and its main value 
rests in the effect on pelvic congestion, 
thrombotic hemorrhoids, pruritus ani and 
coccygodynia. A hot foot bath (102 to 
106 F.) and cold compresses to the head 
are given while the patient is taking the 
neutral sitz bath. 

The alternately hot and cold sitz bath 
requires two sitz tubs side by side, the 
one filled with water at a temperature of 
106 to 115 F., the other with water at a 
temperature of 55 to 85 F. After two to 
three minutes in the hot bath, the patient 
sits for fifteen to twenty seconds in the 
cold tub, the procedure being repeated 
three times over. The main use of this 
treatment is in the management of atonic 
constipation. No patient, however, should 
be started on this procedure before he is 
well able to tolerate the revulsive sitz 
bath.’ 

In reviewing the various uses of sitz 
baths in the physiotherapy of anorectal 
diseases it becomes apparent that some 
conditions can be treated by ba di 
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ferent temperatures. The choice is up to 
the clinician, Avho, with increasing ex¬ 
perience, will be able to decide upon the 
procedure best suited for each individual 
patient. 

Enemas .—The practice of administer¬ 
ing enemas was widespread during past 
centuries, and frontier doctors are known 
to have used clysters since the days of 
the American Revolution.-' As early as 
1819 it was stated that water warm 
enough to produce a pleasant sensation is 
best for an enema, and perfectly safe at 
that. As to this latter statement, our pres¬ 
ent experience points in a different direc¬ 
tion. The dangers connected with incor¬ 
rectly administered enemas have been 
abundantly described in the literature. 
Pratt and Jackman-' collected 18 cases of 
actual perforation of the rectal wall, add¬ 
ing 2 more of their own. The mortality 
rate in the past—in excess of 40 per cent 
—was simply appalling. However, through 
chemotherapy,*'■ alone or combined with 
early surgical intervention, fatalities can 
probably be avoided in the future. Acci¬ 
dents occur not only when enemas are 
given by inexperienced persons but some¬ 
times also when the rectal tube has been 
inserted by a trained nurse. The conclu¬ 
sion mu.st be drawn that if enemas are to 
have a wider use in the future, a more 
thorough instruction of nurses in the 
proper manner of administration will be 
required. 

It is hardly necessary nowadays to 
warn against the use of bone or glass 
no7.7.1cs, but even a rubber catheter or 
lube has to be handled with e.xtreme care. 
Fer greatest safety the coarse, rough, 
conventional type of black gutta-percha 
tuiie is replaced by a sfijt rubber catheter 
of snudl ca.lii'er and with rounded edges. 
Tile tij) of the catheter should be suf- 
f;ci'ntly lubricated; an enema should 
E’-'.-'r 'oe atteninted under poor ligliting 
and V.;:;; p...tier.t HI a position which 
p'-r.n:;: a cl- a.r \ uw irf the anal 
' I ' MFC. i ;:e elate..! fi.!vi< are gently 
" : "- o 1 a. f. i.ttentl^t i' made to 

ur. ier r.'i coiuii- 
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tion should force or even strong pressure 
be applied." 

Perforation may occur without any 
sensation of pain, and it is of special in¬ 
terest that trauma occurs most frequently 
in subjects 55 years of age and over. In 
these cases senile involution may play a 
contributory role, and the use of enemas 
is discouraged when such a condition is 
suspected. Eversion of the anal mucous 
membrane, as in the presence of prolapsed 
hemorrhoids, is a strict contraindication. 

Once the soft rubber catheter has been 
introduced, it should be guided no farther 
than past the internal sphincter of the 
anus. All enemas are “high enemas”, the 
liquid passing beyond the rectum and 
sigmoid as far as the descending colon, 
and there is no excuse for the use of a 
long rectal tube.® If a gutta-percha tip 
is used at all, insertion far into the rec¬ 
tum can be prevented if a flange is at¬ 
tached to the nozzle at a distance of not 
more than 2 inches (5 cm.) from the tip.-' 
The danger of trauma is furthermore 
greatly reduced when the patient is placed 
in the left Sims or knee-chest position, 
in which the organs fall away from the 
colon and thus lessen the pressure upon 
it." The liquid should be introduced with 
only moderate gravity pressure. The 
routine of connecting the catheter hose to 
the faucet of the bathtub, which is oc¬ 
casionally followed bj’’ ill-instructed lay 
persons, is extremely dangerous and apt 
to result in rupture of the intestines. 

The patient must be instructed that 
sneezing, coughing, straining, or any 
abrupt movement is dangerous as long 
as the enema tip is in place. Increase of 
intra-abdominal pressure or sudden bulg¬ 
ing of the pelvic viscera may force the 
tip through the rectal wall and result in 
penetrating injury. 

Perforation is not the only potential 
danger inherent in unskillful administra¬ 
tion of an enema. Other ill effects include 
torn rectal valve.s, irritation, abdominal 
distention and weakness.’'’ Habit forma¬ 
tion must also be taken into consideration, 
especially as dependence on enemas may 
become even more detrimental than the 
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cathartic habit." 

In spite of certain definite contraindica¬ 
tions and the dangers inherent in incor¬ 
rect administi'ation, enemas are of con¬ 
siderable value in proctologic practice. 
Cleansing enemas of ordinary warm tap 
water are prescribed on the night and 
the morning before a sigmoidoscopic pro¬ 
cedure. They are also given as a part of 
preoperative preparation, and a small 
water enema at night before proctologic 
intervention will usually forestall post¬ 
operative gas pains.'- 

The value of postoperative enemas is 
open to discussion, and it may be prefer¬ 
able to permit bowel function to recover 
in a natural manner." In any case, enemas 
should never be given postoperatively 
without written instruction by the physi¬ 
cian ; they should always be small, and not 
administered before the second or third 
postoperative day.'^ 

In nonsurgical proctologic practice en¬ 
emas are employed in an effort to correct 
sluggish intestinal evacuation, especially 
in the presence of pruritus ani, and in the 
palliative treatment of proctitis, mega¬ 
colon (Hirschsprung's disease) and in¬ 
ternal hemorrhoids." Hot and cold ene¬ 
mas combined with sitz baths are indi¬ 
cated in expectant treatment of throm¬ 
botic hemorrhoids when surgical inter¬ 
vention has to be delayed for some reason. 

As has been mentioned, only guarded 
use should be made of enemas in the 
presence of constipation. Merely symp¬ 
tomatic treatment is never advisable, and 
a thorough examination should always 
be performed after the patient’s history 
has been carefully elicited, so as to detect 
mistakes in diet, faulty living habits, etc. 
Repeated enemas, especially when large 
amounts of fluid are instilled, tend to de¬ 
crease bowel tone and may remove the 
natural lubricating mucus, thus in effect 
aggravating the condition. However, in 
overcoming bad bowel habits a series of 
graduated enemas may prove effective not 
only in correcting the complaint, but also 
in breaking the enema or the cathartic 
habits." Starting on the first day with 
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a large amount (4(4 pints) of warm 
water at 94 F., the dose as well as the 
water temperature is reduced from day 
to day, until (4 pint at 58 F. is instilled 
on the tenth day. This prescription, how¬ 
ever, is not to be taken rigidly; changes 
are made according to the prevailing cir¬ 
cumstances. 

Among the various types of enemas, 
hot tap water of a temperature of between 
103 and 110 F. is used for palliation and 
as an aid in expelling gas. The warm 
enema (95 to 100 F.) is the one most 
widely used, and should always be fol¬ 
lowed by a tepid instillation (80 to 92 F.) 
in order to avoid the relaxing effects of 
warm water. If, on the other hand, stimu¬ 
lation is intended, cold (55 to 70 F.) or 
cool (70 to 80 F.) enemas are prescribed. 
They are helpful in overcoming enema and 
cathartic habits; furthermore, shrinkage 
of hemorrhoids may sometimes be ob¬ 
tained by frequent repetition of cold or 
cool enemas retained for ten or fifteen 
minutes." 

In addition to tap water, which is of 
the greatest therapeutic value, several 
other media are used for instillations. A 
saline enema may be used both as a physi¬ 
ologic and as a hypertonic solution. There 
is no valid reason for use of soapsuds 
enemas." Saline or plain enemas are 
equally effective and will not cause irri¬ 
tation. For this reason a soapsuds enema 
should always be followed by plain water, 
if soap is used at all. In addition to the 
oil retention enema there are also honey, 
molasses, asafetida, turpentine, glycerine, 
epsom salts, starch, tannic acid, quinine, 
st-37 and quassia enemas. In place of the 
latter a 1: 10,000 bichloride solution has 
proved effective. Some recent writers are 
convinced that hydrogen peroxide enemas 
should not longer be prescribed, as it is 
apparently impossible to prevent inad¬ 
vertent use of stronger solutions, which 
may result in proctitis." Petrolagar and 
water, milk," or mixture of powdered 
tragacanth and water'” have been sug¬ 
gested as substitutes. 

In the final analysis, the success or fail- 
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ure of an enema depends on the technic 
of administration. Improperly given it 
causes pain and discomfort and fails to 
bring relief. Although there is no sharp 
dividing line between the enema and 
colonic irrigation, the two procedures 
serve different purposes. Enemas have an 
effect on colon activity and are often in¬ 
tended to initiate the defecation urge.-'* 
Colonic irrigation, on the other hand, is 
admini.stered to wash out material situ¬ 
ated above the defecation area, and to 
this end the liquid is passed so gently into 
the colon that it does not arouse the 
defecation reflexes.-’ Colonic cleansing has 
its place in proctology, but the indications 
for that procedure are entii-ely different 
from those for the enema. 

Compresses .—A passing word seems to 
be in order concerning hot compresses. 
Pelvic fomentations are used in the pal¬ 
liative treatment of hemorrhoids and 
hypertrophy of the anal papilla as well as 
in the postoperative management of vai'i- 
ous anorectal conditions, and especially 
after hemorrhoidectomy. Compi'esses 
would be much more effective if wool ma¬ 
terial were used instead of cotton or 
gauze. The hot application should always 
be followed by a cold one. When cold 
water or witch hazel is used for com¬ 
presses. the temperature is gradually in¬ 
creased through production of body heat. 
Such a mild application of moist heat af¬ 
fords comfort and obviates the need of 
hot water bottles. 

This short review of the role of hydro- 
Iheraiiy in proctologic practice it is in¬ 
tended to draw attention to the value 
of .<everal physiologic procedures. Al- 
tr.ough each of these is in itself simple 
.••.F.d pnjnilar. full effectiveness and safety 
c;.n bo achieved only by e.xperienced ad- 
n'.ir.istratiun within the framework of a 
j'lan <>: ihompy. 

SI 't \f:v 

I. tlar..: w;:;c ar-'/edtires are 

Jr-, r-.ratiw- and p-i^toper- 
• t,-.. rn.na at a- vv’: a< in exi'octant 


and palliative treatment of a number of 
anorectal conditions. 

2. The technics and indications of the 
various types of sitz baths are discussed. 

3. Enemas are useful minor proce¬ 
dures, and safe when administered by ex¬ 
perienced personnel, provided correct 
equipment is employed with utmost care. 

The soothing effect of moist heat is 
achieved through application of com¬ 
presses. 

SUMARIO 

1. Processes hidroterapeuticos s a o 
uteis no manuseio pre e posoperatorio 
tanto quanto no ti'atamento expectante e 
paliative de um certo numero de enfer- 
midades anoretais. 

2. As tecnicas e indicagoes de varies 
tipos de banho de assento sao discutidas. 

3. Os enemas sao processes uteis e sem 
perigo quando administrados por pessoal 
experimentado, tendo-se em vista que 
equipamento adequado seja empregado 
com o maior cuidado. 

4. 0 efeito calmante do calor humido e 
conseguido atravez de aplicacaode com- 
pressas, 

RESUME 

1. Les precedes d’hydroptherapie ont 
leurs indications pre et post-operatoires 
dans un certain nombre de lesions ano- 
rectales soit comme cure soit comme 
soulagement. 

2. L’Auteur discute les techniques et 
les indications des types varies de bains 
de siege. 

3. Les lavements sont sans prejudice 
s’ils sont faits par un personnel e.xperi- 
mente et bien equipe. 

4. L’effet calmant de la chaleur humide 
e.'t mieux reussi a I’aide de compresses. 

ZUSA M ME.VFASSU.NC 

1. Hydrotherapeutische Verfahren sind 
in der praeoperativen, postoperativen, ab- 
wartenden und palliativen Behandlung 
*-iner Reihe anorektaler Erkrankungc-n 
von Xutzen. 
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2. Die Techniken und Indikationen 
verschiedener Formen von Sitzbaedern 
werden eroertert. 

3. Einlaeufe sind nuetzliche Hilfsmas- 
snahmen und sind ungefaehrlich, wenn 
sie von geschultem Personal unter sorg- 
faeltigster Anwendung geeigneten In- 
strumentariums verabfolgt werden. 

4. Die lindernde Wirkung feuchter 
Hitze wird durch Auflage von Kompressen 
erzielt. 

arAssuNTO 

1. I procedimenti idroterapici riescono 
molto utili nel trattamento pre- e post- 
operatorio, cos'i come nella cura palliativa 
e di attesa di gran numero di malattie ano- 
rettali. 

2. Vengono discusse le indicazioni e le 
tecniche dei vari tipi di semicupi. 

3. I clisteri sono procedimenti utili e 
sicuri se eseguiti da personale sperimen- 
tato, con una corretta apparecchiatura e 
colla massima cura. 

4. L’effetto calmante del calore umido 
si ottiene a mezzo di applicazioni di im- 
pacchi. 

EESUMEN 

1. Los Procedimientos hidroterapeuti- 
cos son utiles en el cuidado preoperatorio 
y postoperatorio, lo mismo que en el 
tratamiento expectante o paliativo de 
cierto numero de condiciones anorrectales. 

2. Se discuten tecnicas e indicaciones 
de los diversos tipos de banos de asiento. 

3. Los enemas son procedimientos 
menores utiles y seguros, cuando son 
administrados por personal experimen- 
tado y se emplea equipo adecuado con el 
mayor cuidado. 

4. El efecto calmante del calor humedo 


se consigue con la aplicaeion de com- 
presas. 
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The Renal Factor in Nontoxemic Hypertensive 

States of Pregnancy 

Report of a Case 

JOHN W. FERRIN, M.D., F.I.C.S, D.A.B.U. 

CHICAGO 


( I 'HE non-toxic hypertensive group 
I is defined as patients who have 
nearly normal or normal COo ten¬ 
sion values, have mild or no albuminuria, 
whose hypertension decreases with bed 
rest, increases with resumption of activity 
and who do not show definite eyeground 
changes.”— Silbcrnarjcl. 

Owing to the close relations between 
the ui'inary and reproductive systems, it 
is obvious that disease in the former will 
affect the latter. Urologic investigation 
during pregnancy is a necessity for all 
patients in this group. 

Abnormalities in the urinary tract may 
give rise to the following diseases affect¬ 
ing the pregnant state: urethral and 
ureteral strictures due to infection and in¬ 
flammation; cystitis; periureteritis; pye- 
lonejjhritis; pyonephrosis; tuberculosis; 
hydronephrosis due to aberrant vessels; 
nephrotosis; renal and ureteral cal¬ 
culi ; renal ecotopia; supernumerary kid¬ 
ney.-;; polycystic disease; horseshoe kid¬ 
ney; Goldblatt kidney, and neoplasms of 
the urinary tract. 

In this discussion only pyelonephritis 
and pyonephrosis of pregnancy will be 
considered. 

I'eginning with Richard Bright’s pub- 
lica.tioii in 1S27. physicians have inter- 
fsted th.emselves in the urinary tract dur- 
ii'.g ]irvgnancy. P. Rayc-r. a Frenchman. 
'■v;.s xho :irst to dra.w attention to the fact 
•’r.:.', <:il;;:irin and infection of the ureter 
' .'c'.::' d.urii'.v twegnancy. 
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In 1904, Cragin stated before the Amer¬ 
ican Gynecological Society that pyelitis 
is due to pressure on the ureter by the 
pregnant uterus and the fetal head, plus 
a descending infection (usually due to the 
colon bacillus). 

Cumston in 1906 expressed the opinion 
that compression and obstruction of the 
ureter may occur as a result of the down- 
Avard pull of the pregnant uterus, which 
flattens the ureters against the pelvic brim 
and at the same time becomes inclined to 
one side, usually the right, Kidd in 1922 
observed that hydroureter was an almost 
constant occurrence during pregnancy and 
suggested that the atony of the ureter may 
be due to some chemical substance in the 
blood. In 1925, Hunner, Kretchner. 
Heaney, and Sang studied the urinary 
tract in pregnant patients, especially in 
relation to pyelitis. The incidence of un¬ 
ilateral or bilateral hydroureter is in¬ 
creased from 84 to 100 per cent when 
acute pyelitis is present. Crabtree in 1922 
and IMorris and Langlois in 1927 e.x- 
pre.ssed essentiall.v the same ideas. Duncan 
and Sang (1928) concluded that every 
pregnant woman has some degree of ob- 
.struction of one or both ureters. Dilata¬ 
tion of the ureter is more common on the 
right side than on the left and occurs 
earlier and to a greater degree in multi- 
parae. Schumaker (1930) was the first 
to use intravenous pyelographic proce¬ 
dures and decided that the changes in the 
urinary tract are due to compression and 
displacement by the pregnant uterus on 
a hypotonic ureter. In 1934. Lee and 
^lengert confirmed the observations made 
by r^irnell and Warfield, who fibserved 
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dilatation of the abdominal portion of the 
ureter in 80 to 100 per cent of patients 
examined after the fifth month of preg¬ 
nancy. It "was observed that regression 
began promptly post partum if there had 
been no complications of labor, no infec¬ 
tions of the urinary tract and no puer- 
perial abnormality. F. H. Falls (1933) 
suggested that there may be some sub¬ 
stance in the blood of the pregnant woman 
that inhibits smooth muscle contraction 
of the ureter. In 1936 Traut and McLane 
reported their extensive observations and 
concluded that the changes in the urinary 
tract are due to some unknown chemical 
mechanism and not to obstruction. Hund¬ 
ley and his associates began to publish 
the results of their investigations in 1935. 
They first confirmed the work of Traut 
and McLane on ureteral peristalsis; for¬ 
merly they had been of the opinion that 
dilatation of the ureter was due primar¬ 
ily to compression by the pregnant uterus 
at the pelvic brim. They suggested, as 
did Stoeckel, that a hormone ^ (probably 
estrin) may produce changes in the uri¬ 
nary tract as it does in the generative 
tract, because embryologically the gener¬ 
ative and urinary systems arise from the 
same anlage. Since 1942, numerous in¬ 
vestigators, including Leary and Peters, 
Van Wagenen and Jenkins, Braasch and 
Mussey, Clark, Beachan and others have 
studied the urinary tract in pregnancy 
and confirmed the work of the other 
authors. 

Up to the time of writing, as the re¬ 
sult of almost a hundred years of obseiwa- 
tion, certain facts have been established 
as regards changes in the urinary system 
during pregnancy. A few of these will 
be mentioned: 1. Dilatation of one or both 
ureters is present in most pregnant 
women and is most marked and more com¬ 
mon on the right side. 2. The dilatation 
involves the abdominal portion of the ure¬ 
ter, is greatest at about the seventh month 
and diminishes near term. 3. Marked 
tortuosity and apparent elongation of the 
ureter are also common observations dur¬ 
ing pregnancy. 4. Obstruction of the ure¬ 
ter, delayed excretion, and decrease in 


ureteral peristalsis may accompany the 
other changes. 5. Acute infection may be¬ 
come superimposed upon a urinary sys¬ 
tem so affected, even though there is no 
history of disease of the urinary tract 
prior to the pregnancy under consider¬ 
ation. 6. These abnormalities have been 
thought to be due largely to pressure from 
the pregnant uterus, although a few have 
expressed the opinion that some other 
factor is involved. 

In 1949, TeLinde stated his theory that 
dilatation of the ureter during pregnancy 
is due to pressure of the enlarging uterus. 
In support of this opinion, he presented 
urologic data on a pregnant woman with 
a pelvic kidney. There was no dilatation 
of the ureter, because there was no pres¬ 
sure of the pregnant uterus on the ureter 
at the pelvic brim. 

REPORT OF CASE 

Clinical History and Course. —Mrs. M. was 
seen when four months pregnant for uro¬ 
logic consultation at the request of Dr. S. 
(1947). The chief complaint was pain in the 
right renal area radiating to the right thigh. 
The pain was accompanied by vomiting, fre¬ 
quency and urgency of urination, dysuria and 
hematuria. In 1943, after the birth of a sec¬ 
ond child, a similar attack occurred and lastej 
about four days. In April 1945, when the pa¬ 
tient was six and one-half months pregnant, 
another attack occurred. Roentgen examina¬ 
tion revealed a stone in the right kidney. 
Two and one-half months post partum the 
stone passed into the ureter; three months 
later, extraperitoneal ureteral lithotomy was 
performed. 

Past Obstetric History .—In 1939 the pa¬ 
tient miscarried at two and one-half months 
owing to a fall from a street car. In 1940 a 
full-term infant was delivered. In 1941 there 
was a premature labor, and the infant died 
on the second day. In 1943 a full-term child 
was delivered. General physical examination 
revealed occasional tachycardia and dyspnea. 
There was no evidence of organic heart dis¬ 
ease. The blood pressure in millimeters of 
mercury was 130 systolic and 80 diastolic. 
There was occasional ankle edema. The genito¬ 
urinary symptoms were as described (6 D and 
N 2). There were occasional tarry stools. The,„ 
neurologic system was normal. Considerable 
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tenderness -was elicited over the right lower 
.abdominal quadrant. On admission to the hos¬ 
pital the oral tempeiaature was 99 F. For 4 
days the temperature varied from 99.6 to 103 
F. From ISIarch 14 to 28, 1947, it varied 
between 99 and 101 F. In view of the per¬ 
sistent fever, a cystoscopic e.xamination was 
done on March 10; the right kidney was 
catheterized and revealed massive amounts of 
pus. Urine fi'om the left kidney was normal. 
The bladder was not unusual. The ureteral 
catheter was maintained for forty-eight hours, 
with a drop in the temperature to normal. 
Culture of urine from the right kidney re¬ 
vealed Staphylococcus albus and colon bacillis. 
After remov.al of the catheter on tw’o oc¬ 
casions, the temperature again rose to 103 
F. The right pyelogram revealed an advanced 
degree of hydronephrosis. The left pyelogram 
appeared to be normal, and the phenolsulf- 
thalein appeared in the urine in approximately 
seven minutes. There was no return of the 
dye from the right side. A roentgenogram 
showed the uterus to be enlai'ged and a fetus 
of approximately four months present. As 
the infection had not responded to antibiotics 
or chemotherapy, and had not responded per¬ 
manently to ureteral catheter drainage, a 
diagnosis of right pyeonephrosis was made 
and nephrectomy performed. At operation, 
the right kidney was greatly enlarged; the 
pelvis was dilated and distended with pus, 
and a congenital stricture of the ureteral 
pelvic junction was noted. After nephrectomj' 
the temperatui-e dropped to normal and re¬ 
mained so until the patient was discharged 
on April 11. During her st.iy in the hospital, 
antibiotics and chemotherapy were adminis¬ 
tered. Pathologic e.xamination of the kidney 
showed the pelvis and c.alyces dilated to .about 
three times their normal size. The ureter 
showed a valvelike fold, with almost complete 
constriction about 5 cm. from the pelvis. The 
microscoiiic section revealed chronic pyone- 
phritis. pyonephrotic stricture of the ui'eter 
a!ui clironic glomerulonephritis of Bright. In 
19!7 the patient was delivered of a 
fr.!! term female infant. 

.siM.'tAP.Y 

.■\ ca--..' is reported in which the diag- 

'■>- ( ;■ rig};t pyoncphrtisis was made at 
■.!r-r:'."r.:h sta.ge of pregnancy. A 
oic c-'F.-^nitant suggested termina- 
t.- r: ' t the rreom.ncy 1-vCaU'e of sepsis. 


JUI.Y. 10.-.2 

Ureteral catheter drainage was instituted 
but was not successful in combating the 
infection. Nephrectomy was performed 
because of the sepsis. (According to most 
authorities, radical operations should be 
done between pregnancies or nephrostomy 
drainage instituted until the end of gesta¬ 
tion.) 

A search of the literature reveals that 
nephrectomy has been performed success¬ 
fully during pregnancy. The case here re¬ 
ported is additional evidence, since ne- 
phrectom.y was successfullj’’ performed 
without interference or interruption of 
the pregnancy. 

It is urgently advocated that closer co¬ 
operation of the gynecologist, the intern¬ 
ist and the urologist be instituted in the 
early months of pregnancy, as a further 
safeguard to the patient. 

ZUSAMMENFASSUNG 

Es wird ueber einen Fall berichtet, wo 
im vierten Schwangerschaftsmonat eine 
rechtsseitige Nierenbeckeneiterung diag- 
nostiziert worden war. Eein gynaekolo- 
gischer Konsuliarius riet zur Unterbrech- 
ung der Schwangerschaft wegen Sepsis. 
Es wurde eine Di’ainierung mittels Ure- 
terenkatheters eingeleitet, ohne dass es 
jedoch gelang, der Infektion Herr zu 
werden. Es wurde sodann wegen der 
Sepsis eine Nierenresektion ausgefuehrt. 
(Nach Ansicht der meisten Autoritaeten 
sollen Radikaloperationen im Intervall 
zwischen Schwangerschaften vorgenom- 
men oder aber eine Drainage mittels 
Nephrostomie bis fiun obsr Schwanger¬ 
schaft Durchgefuchi-s werden). 

Die Durchsicht der Literatur ergibt, 
dass Nierenresektionen waehi'end der 
Schwangerschaft mit Erfolg unternom- 
men worden sind. Dafuer bietet der hier 
geschilderte Fall einen zusaetzlichen 
Beweis, da die Entfernung der Niere ohne 
Stoerung oder Unterbrechung der 
Schwanger.schaft erfolgreich ausgefuehrt 
wurde. 

Zum be.sseren Schutze des Kranken 
wird eine engere Zusammenarbeit des 
Gynaekologen, de.s Internisten und des 
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Urologen in den fruehen Monaten der 
Schwangerschaft dringend empfohlen. 

RfiSUME 

On rapporte I’histoire d’lm cas de 
pyonephrose diagnostique au quatrieme 
mois de la grossesse. Le gynecologue con- 
suite suggera Tavortement parce qu’il y 
avait infection. Le drainage a I’aide d’une 
sonde ureterale n’eut pas de succes; on a 
du pratiquer la nephrectomie. (Les 
auteurs opinent qu’une intervention radi- 
cale ne doit se faire qu’entre les gros- 
sesses. Seule la nephrostomie de drainage 
n’est permise durant la gestation). 

Un releve de la litterature prouve que 
meme durant la grossesse, une nephrectd- 
mie fut pratiquee avec de bons resultats. 
Le cas ici rapporte s’ajoute a d'autres cas 
de nephrectomie faite durant la grossesse 
avec d’heureux resultats, sans causer 
I’arret de la grossesse. 

On recommande fortement qu’il y ait 
une plus etroite collaboration dans I’in- 
teret de la patiente entre le gynecologue, 
I’urologue et le specialiste de medecine 
interne. 

BIASSUNTO 

Viene riferito un caso in cui fu fatta 
diagnosi di pionefrosi destra nel corso del 
quarto mese di gravidanza. Un ginecologo, 
in sede di consult©, suggeri I’interruzione 
della gravidanza a causa dello stato set- 
tico. Fu istituito il cateterismo ureterale 
che, peraltro, non ebbe successo nel com- 
battere I’infezione. Venne praticata allora 
una nefrectomia (second© le opinioni piu 
autorevoli le operazioni radical! dovreb- 
bero essere fatte tra una gravidanza e 
I’altra, oppure dovrebbe essere praticata 
la nefrostomia in attesa del termine della 
gestazione). 

Lo studio della Letteratura rivela che 
molte nefrectomie furono compiute con 
successo in corso di gravidanza. II caso 
riferito nel presente lavoro ne e un'ulteri- 
ore dimostrazione, giacche I'intervento fu 
eseguito con pieno successo e senza danno 
0 interruzione della gravidanza. 

Si sottolinea la necessita di una stretta 


collaborazione fra ginecologo, medico e 
urologo nei primi mesi della gravidanza 
alio scopo di assicurare alle pazienti un' 
ulteriore salvaguardia. 

RESUMEN 

Se da a conocer un caso en que se hizo 
diagnostico de pioneferosis derecha al 
cuarto mes del embarazo. Un ginecologo 
consultado sugirio la terminacion del em¬ 
barazo por la infeccion. Se trato de com- 
batir la infeccion con la canalizacion con 
sonda ureteral, lo que no tuvo exito. Se 
efectuo nefrectomia debido a la infeccion. 
(En el embarazo deben efectuarse opera- 
ciones radicales o nefrotomia con canal¬ 
izacion hasta el final del mismo, de con- 
formidad con muchas autoridades sobre 
el particular). 

Se han encontrado citas en la literatura 
de que la nefrectomia ha sido efectuada 
satisfactoriamente durante el embarazo. 
El caso comunicado agrega evidencia al 
respecto, dado que la nefrectomia tuvo 
lugar sin interferencia o interrupcidn del 
embarazo. 

Se encarece la estrecha cooperacidn del 
ginecologo, el internista y el urologo desde 
el comienzo del embarazo, como seguridad 
para la paciente. 

SUJIARIO 

E relatado um caso no qual o diagnos¬ 
tico de pionefrose direita foi feito no 
quarto mez de gravidez. Um ginecologista, 
chaviado em conferencia, sugerin in- 
terrupgao da gravidez devido a infegao. 
Drenagem ureteral por cateter foi insti- 
tuida sem sucesso para combater a in- 
fegao. (De acordo com as maiores autori¬ 
dades, operagoes radicals deveriam ser 
praticadas entre periodos de gravidez ou 
drenegem por nefrostomia instituida ate 
o fim da gestagao. 

Uma pesquiza na literatura revelou que 
a nefrectomia tern sido executada com 
sucesso durante a gravidez. 0 case aqui 
relatado e evidencia adicional, desde que 
a nefrectomia foi executada com sucesso 
sem interferencia ou interrupcao entre o 
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ginecologista, o internista e o ui’ologista 
seja instituida nos primeiros mezes de 
gravidez. 

E feito um apelo no sentido de que mais 
intima colaboragao entre o ginecologista, 
0 intei’nista e o urologista seja instituida 
nos primeiros mezes de gravidez, para 
futura salvaguarda do paciente. 
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Problem of the Melanoma 

ALBERT D. DAVIS, D.D.S., M.D, F.A.C.S. 

S\N TRANCISCO 


M alignant melanomas may occur 
almost anywhere on the body sur¬ 
face, and, although they are rarer 
than other types of malignant tumor, 
they are probably the most deadly. They 
have a strong predilection for the ex¬ 
tremities, and they metastasize so rapidly 
that, once the original naevus has started 
“growing wild" the patient is doomed to 
an early and fatal result. 

The purpose of this paper is not to re¬ 
view the statistics of known four-year to 
seventeen-year cures by surgical inter¬ 
vention, irradiation or other methods, but 
rather to present the problem of early 
recognition and removal prior to the time 
malignancy is recognized. 

This does not mean that such lesions 
are ever to be treated lightly or without 
fear of causing metastasis if treated at all. 

In patients of a certain age group, how¬ 
ever, there is a possibility of producing 
generalized melanomatosis (though this is 
rare) and it is to these patients that at¬ 
tention should be particularly directed. 
Little doubt remains that these tumors 
have a definite etiologic relation to the 
hormonal factor. 

Most surgeons are familiar with the 
fact that in the female, during the child¬ 
bearing period, a simple fiat pigmented 
naevus, usually congenital and often on 
an extremity, suddenly flares into rapidly 
increasing malignancy. 

These are the circumstances in which 
a grave problem in management is pre¬ 
sented. It is difficult for any patient of 
this age or any member of the family 
to understand that a small mole, which 
has been present as long as they remem¬ 
ber, can suddenly become so gravely im¬ 
portant that an immediate decision must 
be made with regard to the best proce- 
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dure to follow in order to save patient’s 
life. 

Although trauma of various kinds plays 
a certain role in malignant change in an 
otherwise quiescent preexisting naevus, 
it usually serves only as a stimulus, call¬ 
ing the patient’s attention to the early 
signs of malignant degeneration. These 
early signs are increased pigmentation, 
size, elevation, itching, bleeding and 
often pain. 

Pathologists are frequently confused in 
the diagnosis of melanomas occurring in 
infancy and early childhood with those 
occurring in adults, because the former 
usually do not metastasize and rarely 
cause death if removed prior to puberty. 

The problem of care, then, becomes a 
major issue when the patient presents 
herself to the physician who is forced to 
advise wide excision, glandular dissection, 
amputation or a “quarterectomy,” accord¬ 
ing to his knowledge or teaching. It is 
difficult for either the patient or any 
member of the family to grasp the full 
significance of such procedures and the 
uncertainty of cure even after such heroic 
surgical measures have been taken. 

As a rule the patient’s reaction is either 
frank astonishment that such a condition 
can possibly occur at this age and this 
time, or complete perplexity and wonder 
because she has never before been warned 
of the danger. Many such patients have 
previously consulted the family physician 
about a "birthmark” and had been advised 
to do nothing about it. But “let sleeping 
dogs lie” is an axiom that may be a death 
warrant for the child who is born with a 
flat, blackly pigmented naevus. There is 
always danger if the naevus occurs on an 
extremity, especially if it is subject to 
chronic irritation. Usually the profuse 
pigmented moles are much less dangerous 
than the solitary-type, although 
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should be destroyed in areas where fric¬ 
tion due to clothing, shaving or any 
chronic irritation may stimulate their 
growth. 

Although there are many recorded in¬ 
stances of sudden activity in naevi of var¬ 
ious types which have been tampered with 
by incomplete removal, the patients were 
usually of an age at which the tumor 
might have been removed or treated at a 
time when the risk was minimal. 

Since melanomas of all types are re¬ 
sistant to irradiation, surgical removal of 
the growth, together with a generous 
margin of normal skin and deep under¬ 
lying tissues as well, is a necessity even 
at the risk of causing deformity. 

Subsequent gland dissection is to be 
advised and done either at the same time 
or within a very short period thereafter. 

The problem of amputation or “quar- 
terectomy” follows as a possible life-sav¬ 
ing measure. Few patients, however, will 
submit to such procedures until too late, 
because death occurs so quickly, not from 
extension of the local lesion but from the 
metastases. 

Gland dissections done prior to known 
involvement may offer greater prolonga¬ 
tion of life than when they are done after 
involvement is clinically apparent, even 
though uncertainty exists as to whether 
the metastasis is blood-borne, lymph- 
borne or a combination of the two. It 
is a certainty that both local and distant 
skin, glands and viscera may be involved. 

Most surgeons are agreed that con¬ 
genital cutaneous melanomas may be de¬ 
stroyed during infancy or childhood with 
slight risk of metastasis. In over 40 per 
cent of malignant melanomas a definite 
pigmented lesion was known to have 
existed since birth in one surgeon’s series, 
and in 80 per cent of his cases there was 
a history of a previously existing pig¬ 
mented lesion. 

It is with these facts in mind that this 
article is written. A strong plea is made 
to every physician to examine carefullj’’ 
the skin of the extremities of children 
for possible congenital melanomas. This 
plea is especially directed to pediatricians. 


whose responsibility in these cases is so 
important in these days of specialization. 

Under national law every child born 
has the protection of silver nitrate drops 
in the eyes to prevent blindness. A further 
extension of preventive medicine could be 
used to prevent the fatalities or deform¬ 
ities resulting from malignant melanomas 
at an age when the patient is needed most 
in family life. 

True, many persons have pigmented 
moles in such profusion that their total 
removal would not warrant the effort; 
nevertheless, any moles subject to chronic 
irritation should be excised. 

It is the solitary, flat, heavily pig¬ 
mented naevus that appears on an extrem¬ 
ity and may be subject to irritation that 
is most likely to undergo malignant 
changes. Any such mole should be called 
to the attention of the parents and the 
danger of malignant growth explained, so 
that removal may be done at an age when 
it involves little or no danger to’ life. 

SUMMARY 

The author discusses melanomas aris¬ 
ing from pigmented naevi, both congenital 
and acquired, pointing out the extraor¬ 
dinary speed with which these lesions 
metastasize and result in death. A grave 
warning is sounded against neglect of any 
pigmented mole, especially on the extrem¬ 
ities, that is chronically irritated or by 
virtue of its location subject to even oc¬ 
casional irritation. The most radical sur¬ 
gical measures are justified in the treat¬ 
ment of this most deadly of all forms of 
malignant disease, and too much em¬ 
phasis cannot be placed on its early detec¬ 
tion. 

RIASSUNTO 

L’Autore tratta dei melanomi che pren- 
dono origine dai nevi pigmentati, cosi con- 
geniti come acquisiti, sottolineando la 
straordinaria rapidita con cuit tali lesioni 
danno metastasi e provocano la morte. 
L’Autore ammonisce seriamente di non 
trascurare alcun nevo, specialmente nelle 
estremita, che sia soggetto ad irritazione 
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cronica o anche occasionale a causa della 
sua sede. I provvedimenti chirurgici piu 
radical! sono giustificati nella cura di 
questo tumore che e fra i piii mortali e non 
si insistera mai abbastanza siilla necessita 
del suo precoce riconoscimento. 

SUMAEIO 

0 autor disciite os melanomas origina- 
rios de naevus pigmentados, sejam conge- 
nitos ou adquiridos, demonstrando a ex- 
traordinaria velocidade com a qual estas 
lesoes espalham metastases e produzem 
morte. Uma grave advertencia e feita con¬ 
tra descuido de qualquer verruga pig- 
mentada, especialmente das extremeida- 
des, que sao cronicamente irritadas ou em 
virtude de sua localizagao sujeita a irri- 
taqoes eventuais. As medidas cirurgicas 
mais radicals sao justificadas no trata- 
mento desta mais mortal de todas as for¬ 
mas de doen 5 as malignas; suficiente realce 
nao pode ser posto no diagnose precoce. 

ZUSAMMENFASSUNG 

Der Verfasser eroertert angeborene und 
envorbene aus pigmentierten Naevi ent- 
standene Melanome und weist auf die au- 
sserordentliche Schnelligkeit bin, mit der 
diese Erkrankung zu Metastasen und zum 
Tode fuehrt. Es wird mit Nachdruck vor 
der Vernachlaessigung eines pigmentier¬ 
ten Muttermals gewarnt, besonders wenn 
es an einer Extremitaet gelegen und 
infolge seiner Lage chroniscben oder aucb 
nur gelegentlicben Keizungen ausgesetzt 
ist. Zur Bebandlung dieser toedlicbsten 
aller boesartigen Erkrankungen sind die 
radikalsten chirurgiscben Massnahmen 


gercchtfertigt. Auf die Wichtigkeit ihrer 
fruebzeitigen Entdeckung kann nicht 
nacbdruecklicb genug hingewiesen werden. 

XEsUMfi 

L’Auteur discute des melanomes con- 
secutifs a des naevi soit congenitaux, soit 
acquis, en accentuant leiir vitesse de 
metastases et de mortalite. L’Auteur 
avertit du grave danger de negliger une 
mole des extremites surtout, siijette d’ir- 
ritation cbronique. Les mesures les plus 
radicales doivent etre employees pour 
trailer cette maladie foudroyante. 

EESUMEN 

Se discuten los melanomas derivados 
de iin nevo pigmentado, sea congenito o 
adquirido, senalando la rapidez extraordi- 
naria de estate lesiones para producir 
metastasis y la mortalidad consecutive. 
Se previene seriamente contra la negli- 
gencia en cualquier lunar pigmentado, 
especialmente en las extremidades, irri- 
tado cronicamente o sometido a irritaeidn 
ocasional debido a su localizacidn. Se jus- 
tifican las medidas mds radicales para el 
tratamiento de todas las formas de esta 
enfermedad sumamente mortal, insistidn- 
dose en la importancia de su diganostico 
temprano. 
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Morbidity Due to incomplete Cholecystectomy 

FRANK R. PETERSON, M.D., F.A.C.S. 

CEDAR RAPIDS, lOIVA 


S YIMPTOjMS of benign disease limited 
to the gallbladder are cured by cho¬ 
lecystectomy. Symptoms originating 
from disease that has extended beyond the 
gallbladder are not cured by cholecystec¬ 
tomy alone. Cholecystectomy plus chole- 
dochostomy, when indicated, provides op¬ 
timum results. Even so, persistent or 
recurrent symptoms following extrahe- 
patic biliary surgical procedures occur 
with sufficient frequency to demand fur¬ 
ther evaluation of these results. The pres¬ 
ent optimum results are not satisfactory. 

The reasons for failure to cure sjmip- 
toms by operating on the biliary tract are 
many. In general, they consist of errors 
in diagnosis, errors of commission and 
errors of omission. Errors of these cate¬ 
gories add to the list of failures, but it is 
my desire to limit this discussion to one 
specific situation representing the errors 
of omission. Personally I consider this 
subject far more important than is indi¬ 
cated by the space given it in the current 
literature, and the condition much more 
prevalent than the admitted experience 
of many surgeons would indicate. I refer 
to symptoms originating in a cystic duct 
remnant not removed during cholecyst¬ 
ectomy. 

In 1936 my Chief at the University of 
Iowa Hospitals, the late Dr. H. L. Beye, 
reported 3 such cases and chose to call 
them “re-formed gall bladders.” In 1946 
we reviewed our records, consisting of 
42 cases. The following year I entered 
the private practice of surgery. Since that 
time, in 75 per cent of the patients re¬ 
operated on after cholecystectomy for 
symptoms of disease of the biliary tract, 
a re-formed gall bladder has been present. 
These data are mentioned to indicate the 
incidence of this condition. It is not con- 
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ceded that incomplete cholecj’stectomies 
are more prevalent in my community than 
elsewhere. 

The symptoms of this condition are not 
diagnostic. Generallj’- speaking, the patient 
has undergone cholecystectomy within a 
period varying from a few months to 
twenty-five years or more, has had relief 
of symptoms varying from none at all to 
relief for more than twenty years, and 
now has symptoms typical of extrahepatic 
biliary disease, usually like those ante¬ 
dating the choIecystectomjA A review of 
a large series of such cases reveals jaun¬ 
dice to be or to have been present in 
approximately one-hali. In this group a 
logical presumption is the presence of 
a common duct stone. Such a conclusion 
presupposes either failure to remove an 
existing stone at the previous operation 
or the subsequent formation of stones. 
Either event is a possibility. I wish to call 
attention forcibly to the fact that such 
stones ma 5 ’ have their origin in a cystic 
duct remnant. In fact, pending proof to 
the contrary, it is mj* opinion that such 
a stone has originated in a re-formed gall¬ 
bladder. 

Observations at Operation .—Extensive 
subhepatic adhesions after cholecystec¬ 
tomy are the rule. Exposure of the com¬ 
mon duct is rarely technically difficult. 
When it is exposed, the eradication of the 
pathologic condition responsible for the 
symptoms is the ultimate objective. If 
stones are found they should be removed, 
but the cause of their presence should also 
be eradicated. Failure to find stones is 
an even greater incentive to search for 
the cause of the sj*mptoms. A re-formed 
gallbladder is a common cause of sjunp- 
toms and a common source of origin of 
stones. 

In practically every instance the cystic 
duct remnant remains hidden during the 
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dissection necessary for choledochostomy. 
Following the incomplete cholecystectomy 
the remnant is forced into a position cau- 
dad and often posterior to the common 
duct by the retraction of the mesocysti- 
cum. Since the peritoneal covering of the 
cystic and the common duct is continuous, 
it securely hides the displaced duct from 
view. In almost every instance the “fun¬ 
dus” assumes a position in the hilus or 
attached to the right hepatic duct. One 
must demand proof that such a lesion is 
or is not present. To accomplish this it 
has become a routine procedure to locate 
and probe the cystic duct orifice through 
the incised choledochal wall if this can 
be found. It is always present, and almost 
always dilated in the presence of a cystic 
duct remnant. The finding of a blind pouch 
is significant. The demonstration of the 
two hepatic ducts separately makes this 
finding diagnostic. By insertion of a sound 
in the common duct also, the dissection 
and mobilization of the remnant can be 
done with assurance and dispatch. If the 
cystic duct orifice cannot be found, dis¬ 
section below and behind the common duct 
must be done. It was Dr. Frank Lahey 
who, about twenty-five years ago, empha¬ 
sized and proved the need for exploring 
the common duct more frequently in order 
that stones not evident to palpation 
through the duct wall would also be re¬ 
moved. In my opinion the emphasis on 
finding and removing remnants of the 
cystic duct is equally important. It is my 
firm conviction that these remnants are 
being missed by many surgeons, and the 
need of careful search for them cannot 
be overemphasized. As an example of 
what often happens the following case 
history is reported; 

In 1940 a cholecystectomy had been 
done elsewhere. Three years later the 
same surgeon removed a stone from the 
common duct. One year later I removed 
a common duct stone. The cystic duct 
orifice could not be located, but no dis¬ 
section was done below the duct. A year 
later I removed another common duct 
stone, but on this occasion dissection re¬ 
vealed a re-formed gallbladder containing 


four stones similar to those previously 
found. This patient, a physician’s mother, 
has remained well since. 

Another case is reported because of its 
unusual nature. The patient, a woman, 
had had a cholecystectomy in 1919 and 
was well for sixteen years, after which, 
for six years, she had an average of two 
typical colic attacks yearly. During the 
month prior to her consulting me, how¬ 
ever, colic had occurred weekly. She 
brought with her in a bottle the gallblad¬ 
der and nine stones removed twenty-two 
years earlier. At operation an unusually 
large re-formed gallbladder was found 
in the usual location. It measured 7 by 4 
cm. and contained two faceted stones. 
Incidentally, these stones and those from 
the bottle were identical in color and chem¬ 
ical composition. 

SUMMARY AND CONCLUSIONS 

The entity under discussion, re-formed 
gallbladder, results from incomplete chole¬ 
cystectomy. After the operation the rem¬ 
nant of the diseased cystic duct assumes 
a position parallel and posterocaudad to 
the common and hepatic ducts. It is fur¬ 
ther hidden by the peritoneal coverings. 
Rarely is it visible during the usual explo¬ 
ration of the extrahepatic ducts. 

The symptoms are usually typical of 
extrahepatic biliary disease. 'The pre¬ 
operative symptoms justify a diagnosis 
of common duct stone. Stones are present 
in more than 60 per cent of cases, and 
in many more instances the symptoms 
have been due to the origin of stones in 
the re-formed gallbladder and their pas¬ 
sage through the duct and sphincter of 
Oddi. 

Whenever reoperation is indicated after 
cholecystectomy, it is the surgeon’s obli¬ 
gation to eradicate all possible existing 
pathologic tissue. This is not accomplished 
unless any remaining remnant of the 
cystic duct is removed. It will be found 
only if a routine systematic search is 
made for it. We cannot believe that our 
own experience of finding this lesion in 
approximately e-fo hs of our^chole- 
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cystectomized patients is indigenous to our 
area. 

RESUME 

L’entite morbide que Ton discute est la 
neoformation de la vesicule biliaire apres 
une cholecystectomie incomplete. Apres 
operation, les vestiges du canal cystique 
prend une position parallMe et postero- 
caudale avec les canaux biliaires et le 
choledoque. Ils s’enfouissent plus pro- 
fondement dans le peritoine. Ils sont rare- 
ment perceptibles pendant une exploration 
ordinaire de canaux extra-hepatiques. Les 
symptomes usuels sont ceux d’une lesion 
des canaux extra-hepatiques. Le diagnostic 
pre-operatoire justifie celui d’un calcul du 
choledoque. Les calculs sont presents 
dans plus de 50% des cas; les symptomes 
consecutifs au passage de calculs de la 
vesicule biliaire neoformee dans le 
choledoque et le sphincter d’Oddi sont les 
plus frequents. 

S’il y a recidive, le chirurgien se doit 
d’enlever tons les tissus malades existants. 
Ceci ne peut se faire sans I’ablation des 
vestiges du canal cystique et encore par 
une exploration systematique. Nous ne 
pretendons pas avoir I’apanage de cette 
affirmation. 

ZUSAMMENFASSUNG UNO SCHLUSSFOLGERUNGEN 

Das hier eroerterte Zustandsbild, die 
“Wiederbildung” der Gallenblase, ist das 
Resultat einer unvollstaendigen Gallen- 
blasenresektion. Das Ueberbleibsel des 
erkrankten Gallenblasenganges nimmt 
nach der Operation eine Lage ein, die 
hinter und unterhalb des Choledochus und 
der Lebergaenge und parallel zu diesen 
verlaeuft. Ausserdem liegt der Stumpf 
hinter der peritonealen Huelle versteckt. 
Nur selten ist er waehrend der ueblichen 
E.xplorierung der extrahepatischen Gaenge 
sichtbar. 

Die Symptome sind in der Regel solche, 
die fuer extrahepatische Gallengangser- 
krankungen typisch sind. Die praeopera- 
tiven Symptome rechtfertigen die Dia¬ 
gnose eines Choledochussteins, Steine sind 


in ueber 50% der Faelle vorhanden, und 
noch haeufiger beruhen die Symptome auf 
der Entstehung von Steinen in der “wie- 
dergebildeten” Gallenblase und auf ihrer 
Wanderung durch den Gallengang und 
durch den Sphincter Oddi. 

In jedem Fall, wo nach Resektion der 
Gallenblase eine Nachoperation angezeigt 
ist, ist es die Pflicht des Chirurgen, alle 
moeglicherweise vorhandenen krankhaften 
Gewebsteile zu entfernen. Dieses Ziel wird 
nur durch die Beseitigung auch des ge- 
ringsten Ueberbleibsels des Ductus cysti- 
cus erreicht. Solch ein Ueberbleibsel kann 
ausschliesslich durch routinemaessiges, 
systematisches Suchen gefunden werden. 
Dem Verfasser ist das bei seinem Krank- 
engut in 75% der cholezystektomierten 
Patienten gelungen. Er kann nicht anneh- 
men, dass eine derartige Erfahrung geo- 
graphisch bedingt sein sollte. 

CONCLUSION! RIASSUNTIVE 

L'affezione di cui si tratta—la colecisti 
neoformata e I’effetto di una colecistecto- 
mia incompleta. Dopo Fintervento il re- 
siduo del cistico assume una posizione 
parallela al coledoco e all’epatico e postero- 
caudale rispetto ad essi. Esso e ulterior- 
mente nascosto dal rivestimento peri- 
toneale. Raramente e possibile vederlo nel 
corso della abituale esplorazione dei dotti 
extraepatici. 

I sintomi sono di solito quelli della 
malattia biliare extraepatica. Essi giusti- 
ficano, pre-operatoriamente, la diaghosi di 
calcolo coledocico. Calcoli si potranno 
trovare in oltre il 50% dei casi, e in un 
numero ancora maggiore i sintomi sono 
stati causati da calcoli originari nella 
colecisti ricostituita e dal loro passaggio 
attraverso il coledoco e lo sfintere di Oddi. 

Indicato il reintervento dopo colecistec- 
tomia, e obbligo di rimuovere qualunque 
tessuto patologico esistente. Cio non si 
raggiunge se non asportando ogni residuo 
del cistico, e questo potra essere trovato 
solo se si faccia una sistematica ricerca 
di esso. Noi non possiamo credere che 
I’aver trovato questa lesione in circa i tre 
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quart! dei nostri colecistectomizzati costi- 
tuisca un fenomeno limitato alia mostra 
regione. 

RESUMEN 

Se discute la reformacion del colecisto, 
resultante de la colecistectomia incom- 
pleta. El remanente postoperatorio del 
conducto cistico enfermo toraa una posi- 
cion paralela y posterocaudal al coledoco 
y al conducto hepatico. Ademas se recubre 
peritonealmente, siendo rarmente visible 
a la exploracion ordinaria de los conductos 
extrahepaticos. 

La sintomatologia es ordinariamente 
tipica de la enfermedad biliar extrahepa- 
tica. La sintomatologia preoperatoria 
justifica un diagnostico de coledocolitiasis. 
Pueden encontrarse colelitos en mas del 
50% de los casos, debiendose la sintoma¬ 
tologia en muchos m4s casos al origen de 
los colelitos en el colecisto reformado y al 
paso de los mismos al conducto y al 
esfinter de Oddi. 

Es obligacion del cirujano erradicar en 
lo posible el tejido patoldgico existente, 
cada vez que se encuentre indicada la 
reoperacidn despuds de colecistectomia. 
No debe dejarse remanente alguno del 
conducto cistico extirpado, para lo cual 
debe establecerse una rutina al respecto. 
La experiencia de los autores para la 
identificacion de dicha lesion comprende 
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los tres cuartos aproximadamente de sus 
colecistectomizados. 

SUJIAEIO E CONCLUSOES 

A entidade em discussao, vesicula biliar 
formada de novo, resulta de colecistecto 
mia incompleta. Depois da operaqao o 
remanescente da canal cistico patologico 
assume uma posiqao paralela o postero¬ 
caudal aos ductos hepaticos e coledoco. E 
ulteriormente coberto pelo peritonio. E 
raramente visivel durante a usual explo- 
raqao dos canais extra hepaticos. 

Os sintomas sao usiialmente tipicos de 
doenca extra-hepatica biliar. Os sintomas 
preoperatorios justificam o diagnostico de 
calculo do coledoco. Calculos estarao pre- 
sentes em mais de 50 por cento dos casos, 
e em inuitas oeasioes os sintomas sao devi- 
dos a origem das pedras na vesicula biliar 
formada de novo e sua passagem atraves 
do ducto e do esfincter de Oddi. 

Em qualquer caso em que reoperajao 
seja indicada apos colecistectomia d obri- 
gaqao do cirurgiao erradicar todos os teci- 
dos patologicos existentes. Isso nao e con- 
seguido a menos que todo os restos do 
canal cistico tenha sido removido. Sera 
encontrado si uma sistematica procura de 
rotina for feita. Nos nao podemos acredi- 
tar que nossa propria experiencia de en- 
contrar esta lesao em aproximadamente 
% de nossos pacientes colecistecto miza- 
dos, seja original em nossa regiao. 
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Rupture of the Intestines in Cases of Hernia 
Due to Severe Muscular Strain 

HARRY BERMAN, M.D., A.I.C.S., FRANK S. MAINELLA, M.D., and 

HENRY ROSNER, M.D. 

BROOKLYN 


R upture of the intestines follow¬ 
ing external trauma to the abdomi¬ 
nal wall is not uncommon. Several 
cases have been recently reported in which 
the rupture followed depth charge explo¬ 
sions in water some distance away. Like¬ 
wise, it is known that rupture of the in¬ 
testines may follow a manual attempt to 
reduce a hernia. Rupture of the intestines 
following severe abdominal straining, 
however, remains a clinical entity of rare 
occurrence. We wish to report 2 cases, 
one of which has been previously pre¬ 
sented. 

Pathogenesis. — Several interesting 
theories have been advanced to explain 
this phenomenon. Chief of these is the one 
propounded by Haim (cited by Wilensky, 
Kaufman and Bunge), who proved it ex¬ 
perimentally at Harvard. The intestinal 
tract is conceived as a single cavity, func¬ 
tionally speaking, of which the intestinal 
wall and the abdominal parietes form two 
concentric layers of the limiting wall. The 
intra-abdominal pressure is not intraperi- 
toneal but endovisceral in its manifesta¬ 
tions. Under normal circumstances, it is 
made to equal atmospheric pressure by 
the degree of muscle tone in the abdominal 
wall. When the wall is intact and closed, 
sudden severe contractions of the abdomi¬ 
nal musculature increase the intra-ab¬ 
dominal pressure. This pressure exerts 
tliG same force on the inner and on the 
outer walls of the bowel. When a defect 
in the abdominal wall exists (hernia), 
sudden increases in intra-abdominal pres¬ 
sure produced by straining afford the 
bowel a chance to escape through the de¬ 
fect. e.g., a hernial opening. The pressure 
ratio now changes so that the internal 
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pi*essure is greater than the external, 
favoring rupture of the bowel. Fui’ther, a 
bowel distended by gas and/or fluid will 
rupture more easily than one not so dis¬ 
tended, and less internal pressure is re¬ 
quired to precipitate it, especially if the 
aperture of the defect (opening of the 
hernial sac) suddenly tightens at the time 
of contraction of the abdominal wall. 

To illustrate further, let us assume that 
a tire is deficient or weak at one point, 
and let us also assume that there is an 
inflated tube within the tire. Because of 
this deficiency and because of increased 
intravisceral (tubal) pressure, this tube 
is liable to rupture in one of two ways. 
A sudden increased force in the tire may 
rupture the tube immediately, or, as a re¬ 
sult of repeated trauma, that part of the 
tube close to the deficiency may slowly 
break down, become w^eaker and thinner, 
and suddenly give way. 

Ail’d, in generally accepting the premise 
on which this theory is based, attempted 
to explain his case as follows: Anatom¬ 
ically, the small bowel is fixed at the 
duodenojejunal juncture and at the ileo¬ 
cecal juncture. Sudden increased intra¬ 
abdominal pressure causes a loop of the 
bowel to be distracted between its fixed 
anatomic point and the hernial opening 
it maj'^ occupy at the moment. This distrac¬ 
tion Avill cause rupture of the bowel, espe¬ 
cially if the trunk is hyperextended. 

Tschistosserdoff expressed the opinion 
that flaccid abdominal layers must be re¬ 
garded as factors predisposing to the 
aforementioned type of injury, mainly in 
those cases in which direct trauma is in¬ 
volved. Not only are intestines distended 
with gas or fluid more liable to rupture 
than are empty intestines, but adhesions 
and agglutinations of the same also pre- 
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dispose to rupture by inhibiting motility. 

Svmpto7ns ,—There is an unusual simi¬ 
larity in the histories of these reported 
cases. The patient, apparently in good 
health, except for a hernia that is under 
control, complains of a sudden acute onset 
of abdominal pain that doubles him up 
when he lifts some heavy object or does 
other work that produces a sudden in¬ 
crease in intra-abdominal pressure. This 
occurs shortly after a heavy meal, when 
the intestines are distended. Nausea, 
vomiting and even shock may result 
almost immediately afterward. A little 
later there is an abatement of pain. It is 
clear that this condition strongly simulates 
ruptured peptic ulcer. In our second case 
it was mistaken for that. 

Examination of the patient at this time 
or soon after reveals the temperature and 
pulse rate to he normal. There is slight 
rigidity and some tenderness. The tender¬ 
ness is more marked over the hernial site. 
After six hours the rigidity and tender¬ 
ness are increased, but the area is not as 
boardlike as in a classic case of peptic 
ulcer. The point of greatest tenderness is 
at the hernial area. Roentgen studies of 
the abdomen would reveal air in the peri¬ 
toneal cavity under the dome of the dia¬ 
phragm. 

Prognosis .—Prior to the appearance of 
antibiotics the mortality rate was high. 
Early exploration gives the highest per¬ 
centage of cures. According to Wilensky 
and Kaufman, operation within twelve 
hours produced a mortality rate of 40 
per cent; operation from twelve to twenty- 
four hours, 71 per cent, and after twenty- 
four hours, 84 per cent. Dr. Tschistosser- 
doff’s mortality rate was higher; for oper¬ 
ation within six hours, 50 per cent; after 
14 hours, 85 per cent, and after 24 hours 
100 per cent. At present, the mortality 
rate is comparatively low. Our 2 patients 
lived. The second was operated on twelve 
hours later and received antibiotics. A 
study of the literature during the anti¬ 
biotic era shows that very few deaths 
have been reported. 

Case 1.—On Sept. 23, 1940, at 5 p. m., a 
white man aged 55, a monument maker, was 


brought into the hospital by ambulance. He 
complained of severe abdominal pain, nausea 
and vomiting..That morning at 9:30, shortly 
after breakfast, he was attempting to lift a 
stone weighing 200 pounds (90.7 Kg.), when 
suddenly severe abdominal pain caused him 
to drop the stone and double up for the 
moment. He left his work and went home, 
where he continued to have abdominal pain, 
nausea and vomiting. Late that afternoon 
he was hospitalized. 

His past history was significant in that 
twenty-fiv’e years earlier he had undergone 
a laparotomy, which left him with an in¬ 
cisional hernia in the upper part of the 
abdomen. Four years later he was operated 
on for bilateral inguinal hernia. There also 
was a history of chronic bronchitis. 

Examination was performed with the patient 
lying in bed with both thighs flexed on the 
abdomen and constantly complaining of ab¬ 
dominal pain. Inspection revealed bilateral 
inguinal surgical scars, with bulging on the 
left side. The mass could be reduced freely, 
however, and there was an impulse on cough¬ 
ing. Palpation of the ventral hernia showed 
the wall to be extremely thin. The abdomen 
was slightly rigid and tender throughout. 

The temperature on admission was 99.6 F., 
the pulse rate 100 and the blood pressure 
in millimeters of mercury was 120 systolic 
and 80 diastolic. The blood count showed 90 
per cent hemoglobin. There were 4,900,000 
red blood cells per cubic millimeter, and 
12,000 white blood cells, with 89 per cent 
polymorphonuclears and 11 per cent lym¬ 
phocytes. The diagnosis was incisional hernia, 
possibly with a ruptured viscus. 

Operation was perfoi'med with the region 
under spinal anesthesia. The abdominal wall 
over the ventral hernia was extremely thin, 
with adhesive bands binding many loops of 
intestine to the parietal peritoneum. The 
peritoneal cavity was filled with thick, green¬ 
ish fluid. General peritonitis was present. 
Fibrinous flakes covered the serosa of the 
intestine. About 3 feet (101.6 cm.) from the 
ligament of Treitz a small transverse per¬ 
foration could be seen in the jejunum at its 
antimesenteric border. There was evidence 
of an adhesion at the serosa to the abdominal 
wall. No induration characteristic of an ulcer 
could be seen at the site of the tear. 

The procedui'e consisted of aspiration of 
the intestinal contents and closing of the per¬ 
foration by two mattress sutures of double 
No, 00 chromic catgut. • ;was 
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brought over with interrupted sutures. Two 
Penrose drains were inserted at the lower 
angle of the wound. The wound was closed 
with through-and-through nylon sutures. 

The postoperative course was stormy. There 
was gastric distention, complicated by per¬ 
sistent vomiting; cyanosis brought on by an 
excerbation of the patient’s bronchitis; de¬ 
hydration, and rapidlj’- developing anemia. The 
patient was treated by gastric lavage, the 
Wangensteen tube, oxygen, intravenous dex¬ 
trose, blood transfusions, etc. 

On October 3, ten days latei’, the sutures 
were removed in the morning. On the same 
day the patient began to complain of increas¬ 
ing abdominal discomfort, and that afteimoon 
he was suddenly eviscerated. He was taken 
to the operating room, where inspection of 
the open wound showed the site of the pei*- 
foration to be healing. The abdomen was 
resutured. From that time on, except for 
minor difficulties, he went on to an unevent¬ 
ful recovery. 

Case 2. —An Italian man aged 61 entered 
the hospital on Nov. 5, 1951, in shock. He 
had been operated on for left inguinal hernia 
eight years ago before, and the hernia had 
recurred one year later. The patient wore 
no truss, and on occasion, when the mass be¬ 
came painful, he would reduce it himself. 
At 2 p. m. on the day of admission, w'hile 
wielding a pick and shovel for installation 
of a water meter, he felt sudden, severe ab¬ 
dominal pain. He returned to his home; the 
family physician was called and discovered 
a recurrent, reducible hernia on the left side. 
The patient stated that he had not attempted 
to reduce it himself that day. 

Examination was pei-foi’med with the pa¬ 
tient lying in bed. He was in extreme pain. 
The temperature was 101 F., the pulse rate 
95, and the blood pressure, in millimeters of 
mercury, 110 systolic and 70 diastolic. The 
breathing was shallow, with no abdominal ex¬ 
cursions. The abdomen was boai’dlike and ex¬ 
quisitely tender throughout. There was a 
bulge of the left inguinal region, with an 
impulse on coughing. The mass could be easily 
reduced. 

A diagnosis of rupture of the gastroin¬ 
testinal tract was made, and, since per¬ 
forated peptic ulcer is the most common form 
of perforation, this was believed to be cor¬ 
rect. The inguinal hernia was considered a 
"red herring". 

Operxition was performed. An upper right 
roc.u^ incision 3 inches (7.5 cm. 1 long was 


made and the peritoneal cavity entered. Foul¬ 
smelling, greenish fluid was present through¬ 
out the abdomen, with evidence of peritonitis. 
There were no perforations in the stomach 
or the duodenum. It was evident that rup¬ 
ture of the small intestine was present. The 
incision was closed and another incision was 
made in the left lower quadrant. After 
aspiration of the fluid, a perforation at the 
lower end of the jejunum was located in the 
antimesenteric border, measuring 1.5 cm. in 
length and running longitudinally. Intestinal 
contents were pouring through the opening. 
The perforation was sutured with No. 00 
chromic catgut for the mucosa and silk for 
the serosa. Penicillin (1,000,000 units) was 
inserted in the peritoneal cavity. Four cig¬ 
arette drains were inserted, and the abdomen 
was closed in the usual way. Transfusions 
Avere given; a Levine tube was inserted. In 
addition to penicillin, terramycin was given 
intravenously. Postoperatively, paralytic ileus 
was troublesome for the first four days, after 
which recoveiy was uneventful. 

On November 17 the recurrent left in¬ 
guinal hernia was repaired. The patient was 
discharged on November 24, the wound having 
healed by primary union. 

COMMENT 

Comparison of our cases with those of 
Wilensky and Kaufman shows a striking 
similarity. All of their patients were male, 
the average age being 48 years. In nearly 
all cases reported the hernias were of the 
inguinal type. Some had been repaired 
and had recurred. Our first patient, in 
addition to recurrent left inguinal hernia, 
had a large ventral hernia with adhesive 
bands binding the intestines to the sac 
Avail. Wilensky and Kaufman emphasized 
the significance of an intestinal rupture 
associated AAuth a small hernial opening 
in AA'hich only one of the AA'alls of the in¬ 
testine is caught in the sac on severe 
straining. Thej’’ also stressed the fact that 
the contents of the intestine must be filled 
Avith fluid; hence, the rupture occurs more 
frequently after a heavy meal or the im¬ 
bibing of much fluid. The last-mentioned 
feature Avas pointed out by Gitsch of 
Vienna. 

Tschistosserdoff’s pertinent observation 
that adhesions and agglutinations of the 
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intestines predispose to rupture after 
severe straining by inhibiting the motility 
of the bowel. In his series the perforation 
was always on the antimesenteric border: 
also, the perforation was usually single, 
varying in size from that of a lentil to 
that of a penny. Finally, the peritonitis 
usually proved to be of the fibrinous type. 

The importance of this condition m in¬ 
dustrial medicine should be stressed in 
relation to the problems of compensation. 
Kohler reported a case in which the com¬ 
pensation board ruled that rupture of a 
normal bowel due to muscular effort alone 
is not possible, and that some underlying 
intestinal disturbance must exist. Other 
European authors, however, have shown 
otherwise. Wilensky and Kaufman re¬ 
ported a case in which no previous ulcera¬ 
tion of the bowel was present. To this list 
we add our 2 cases, both similar in all re¬ 
spects. Compensations was awarded to our 
first patient by the New York State Labor 
Department. The patient in our second 
case, at the time this article goes to press, 
is still on the calendar for arbitration at 
the Labor Department. 

SUMMARY 

Two cases of intestinal rupture follow¬ 
ing severe abdominal strain are reported. 
This adds to the list of 52 cases reported 
in the literature to date. 

ZUSAMMENFASSUNG 

Es werden zwei Falle von Darmriss als 
Folge heftiger Bauchspannung berichtet 
und einer Reihe von 52 bisher in der 
Literatur beschriebenen Faellen hinzuge- 
fuegt. 


SUMARIO 


Dois cases de rotura intestinal seguindo- 
se a grave esforgo abdominal sao ralatados 
Eles sao adicionados a lista de 52 cases 
relatados na literatura ate o apresente. 


EIASSUNTO 


Vengono riferiti 2 casi di rottura intes- 
tinale da grave tensione intestinale. I casi 
riportati nella letteratura assommano, ora, 
a 52. 

RESUME 


On rapporte deux cas de rupture in¬ 
testinale consecutive a line tension ab- 
dominale aigue. C’est une addition aux 
52 cas deja rapportes. 


RESUMEN 


Se dan a conocer dos casos de ruptura 
intestinal consecutiva a severa compre- 
si6n abdominal. Se anaden a los 52 casos 
existentes en la literatura hasta la fecha. 
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Acute Abdominal Disease 

VINCENT T. WILLIAMS, M.D. 
KANSAS CITY, MISSOURI 


A LTHOUGH there are rare and exotic 
/\ diseases that present symptoms and 
X A syndromes resembling those of acute 
abdominal disease, it is the common and 
frequentlj’’ encountered conditions that 
confound surgeons with such frightening 
regularity—acute appendicitis, intestinal 
obstruction, renal colic, acute disease of 
the gallbladder, acute pancreatic disease, 
the perforated peptic ulcer, acute pelvic 
disturbances and disease of the coronary 
arteries. This last must be mentioned, at 
least, in any exposition of the acutely dis¬ 
eased abdomen, because of its embarrass¬ 
ing if not catastrophic implications. In¬ 
deed, it is a wise physician who is always 
certain that symptoms of acute abdominal 
disease trub’’ originate below the dia¬ 
phragm, and not above. 

The "gadgets” so abundantly available 
in modern medicine undoubtedly have af¬ 
fected us all. We are prone to delegate 
our diagnostic efforts—and responsibil¬ 
ities—^to some sure-fire short-cut in the 
hands of a laboratory technician. This is 
bad practice. Fundamentalljq no primarj’’ 
principles of correct diagnosis have been 
changed. We need a careful history, with 
the added interpretation of mans’’ shears 
of experience; we need a careful physical 
examination; and we need the essential 
laboratory work-up. These are of basic 
importance, but onlj' in the order named. 
A diagnosis based entirelj' on laboratorj’’ 
data ma\* be lethal; on the other hand, a 
patient can often talk a doctor into a 
mistaken diagnosis if his stoiy is not 
checked by laboratory tests. 

Ordinaril.v, functional aberrations of 
the gastrointestinal tract do not produce 
.'^evere s\'mptoms likeh* to be confused 
with those of true acute disease of the 


abdomen. Sometimes, however, this does 
occur. Certainly, more than half of all 
patients complaining of "stomach trouble” 
(which may mean any sign or symptom 
between the stern and the sternum), do 
have functional disease. 

With a fair degree of uniformity, the 
phj’^siopathologic signs are present in the 
colon; the sore, rubbery character of the 
sigmoid, the tender cecal head, the “gas¬ 
bag” cecum, tenderness of the splenic or 
hepatic flexure, or tenderness of the 
transverse portion of the colon. More 
often than not there is a background of 
psychic trauma or of excessive consump¬ 
tion of .coffee, condiments, cigarettes, car¬ 
bonated or alcoholic drinks, popcorn, chili, 
and other well-recognized precipitants of 
functional trouble. Little is lost, when this 
set-up is suspected, by making a thera¬ 
peutic trial of an antispasmodic. In most 
cases, dramatic relief is obtained. 

The type of person who is character¬ 
istically susceptible to acute disease of 
the gallbladder is well known—fair, 
fat, forty, flabby, fertile and female. 
Although not absolutely diagnostic, this 
is reasonably constant. The pain of acute 
cholecystitis usually is severe enough to 
warrant consideration of hypodermic med¬ 
ication. Ordinarily, there is a history of 
former “indigestion”. The direct question, 
“Do you feel better with your stomach 
full or empty?” often evokes the answer, 
“I’d be all right if I didn’t have to eat." 

Constant pain may have prognostic 
significance; this is due to persistent irri¬ 
tation of nerve endings, and conservative 
treatment must be used cautiously and 
watchfully. Colicky pain bespeaks inter¬ 
mittent obstruction. The pain may be 
local, under the right costal margin or re- 
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ferred toward the midline. Commonly, 
pain is referred to the right aubscapular 
area and not, as some textbooks still aver, 
to the right shoulder. Pain in the shoulder 
or neck means overstimulation of the 
phrenic nerve and, hence, diaphragmatic 
irritation. This signifies more than un¬ 
complicated disease of the gallbladder. 
Morphine is contraindicated for the relief 
of pain in these cases. It contract.s smooth 
muscle, thus increasing the activity of the 
gallbladder. Smooth muscle relaxants 
should be used, such as atropine, amyl 
nitrite, nitroglycerine or papaverine. 

The controversy concerning early 
versus late operation for disease of the 
gallbladder remains unsettled. One might 
ask, "When is early? When is late?” Mo.st 
"early" conditions are superimposed on 
"late” conditions, either pathologically or 
historically. Without oversimplification, 
one may assume that a palpable gallblad¬ 
der associated with a relatively high tem¬ 
perature and a high leukocyte count should 
be operated on early, either by drainage 
or, better still, by removal, with minima! 
delay. A distended or palpable gallbladder 
may perforate. Otherwise, delay of a day 
or so, if preparation is needed, seems jus¬ 
tifiable and even preferable. 

Associated with cholecystitis, very 
often, is acute pancreatitis. Usually this 
disease is more explosive than acute dis¬ 
ease of the gallbladder. The pain is more 
severe, tends to arise in the midline or to 
the left of the midline, and often radiates 
"straight through to the back". An early 
amylase determination is of great impor¬ 
tance in differential diagnosis; a lowered 
blood calcium level and elevated values 
for sugar in the blood and in the urine 
are observed in many cases. 

There is no magic in differentiating 
these two diseases, yet every surgeon of 
any practical, working experience has 
"muffed” this differential diagnosis. If an 
accurate diagnosis is made, the best treat¬ 
ment is repeated splanchnic block with 
anesthetic agents. Surgical intervention 
is usually not indicated except for drain¬ 
age of a localized abscess or removal of 
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subsequent pseudocysts. 

The third of the "big three” conditions 
of the upper part of the abdomen is the 
perforated peptic ulcer. This occurs most 
characteristically in male patients, usually 
youngish. It does occur in the female, 
but uncommonly. Some patients have an 
"ulcer history”; more do not. Shock is 
supposed to be prominent; experience does 
not bear out this theory. The two main 
features are the boardlike abdomen and 
the severe pain. Roentgen diagnosis (dem¬ 
onstrating pneumoperitoneum) is accurate 
in about 85 per cent of the cases if the 
proper technic is employed. Early opera¬ 
tion is the treatment of choice. 

The hete ywir is still acute appendicitis. 
Approximately 5,000 die each year from 
this disease. The signs and symptoms 
taught in medical school and retained by 
some practitioners are partly at fault. 
Often the late or neglected condition is 
handled inexpertly for some such reason 
as "Why, yesterday there was no fever, 
no rigidity or anything like that.” 

These are signs of peritonitis, not of 
appendicitis. The sooner students are 
taught to recognize this, the sooner the 
present mortality rate can be lowered. 
Of course, here again any surgeon of wide 
experience has “missed the boat” in diag¬ 
nosis. Probably we err on the radical side 
—and remove a normal appendix—more 
often than we delay action until perfora¬ 
tion has occurred. 

Home-administered cathartics, or those 
recommended by telephone, make their 
contribution to the over-all morbidity and 
mortality rates associated with this dis¬ 
ease. Public education would save lives 
in this direction as it does in the direction 
of cancer. 

As a rule appendicitis begins as a gen¬ 
eralized "green-apple bellyache.” Ask the 
patient where it started, and he’ll circle 
around his navel with his hand and say 
"Kinda all over.” As you ask, "Where’s 
the sorest place right now?” he’ll usually 
indicate the right lower quadrant. Often 
the question, "Do you think you’d feel 
better if you had a good bowel move¬ 
ment?” evokes a strong affirmative. This 
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urge toward defecation is common. Rare¬ 
ly, a low-lying, gangrenous appendix will 
cause some diarrhea or pressure pain in 
the rectum. Protracted diarrhea is rarely 
associated with appendicitis. 

Several years ago I described for the 
first time in the literature, the “prone 
examination,” which is particularly help¬ 
ful in the presence of retrocecal appendi¬ 
citis. It is very simple: merelj’- examine 
the left and then the right lower quad¬ 
rant with the patient lying flat, face down. 
This demonstrates tenderness from mini¬ 
mal to marked, and thus fortifies the sur¬ 
geon’s confidence in his diagnosis. In other 
words, “feel of them backwards.” 

Appendicitis may masquerade as rup¬ 
tured ectopic pregnancy, renal disease, 
intestinal obstruction, disease of the gall¬ 
bladder, peptic ulcer, or any one of many 
other conditions. It can be extremely dif¬ 
ficult to diagnose, sometimes even causing 
signs and symptoms referable to the left 
lower quadrant. When in doubt, get it out! 
Early diagnosis and earlj'’ removal are 
all-important in the management of ap¬ 
pendicitis. 

Meckel’s diverticulitis should always be 
considered and searched for when the 
surgeon finds a little, innocent “fish- 
worm” on opening the abdomen for a 
“hot” appendix. 

“Appendicitis of the left lower quad¬ 
rant”, namely, acute diverticulitis, is not 
rare. If one merely thinks of it, the diag¬ 
nosis is half made. Usually, acute diver¬ 
ticulitis does not require immediate sur¬ 
gical intervention. 

Acute obstruction of the small intes¬ 
tine is a common cause of the acute ab¬ 
dominal syndrome. This is usually due 
to postoperative adhesions, hernia, in- 
tussuception, volvulus, etc. In about 75 
per cent of cases the obstruction is located 
within the terminal 3 feet of the ileum. 
With a scar on the belly, plus colicky pain, 
think first of obstruction! 

Acute obstruction of the colon usually 
is in the sigmoid portion or lower, and is 
due most often to cancer. Roentgen ex¬ 
amination (including, in some instances, 
a barium enema) is helpful. And don’t 


forget the lowly, simple, often diagnostic 
rectal examination! Intubation is a great 
aid in the majority of cases, whether in 
preparation for surgical measures or as 
a definitive treatment. If there is uncer¬ 
tainty as to whether the pi-esenting lesion 
is of the “closed-loop” type, immediate 
operation is indicated. In most cases, im¬ 
mediate operation is not necessary. 

Now, let us consider those lesions of 
the female pelvis which come within the 
purview of “acute abdomen.” Merely to 
list them, or to think of them (at the 
bedside) is sufficient, although every 
physician of experience (who does just 
a little soul-searching) will realize his 
limitations. Ruptured ectopic pregnancy, 
torsion of ovarian cysts or of hydrosal¬ 
pinx, rupture of graafian follicles or of 
ovarian retention cysts, acute salpingitis 
—these and other acute gynecologic con¬ 
ditions must be at least considered in this 
brief summary of acute abdominal dis¬ 
eases. 

Also, we must at least skim over the 
results of trauma as it relates to the ab¬ 
domen. We must remember the tricks’’, as 
well as the obvious; the so called “double 
rupture” of the spleen, wherein fracture 
of the splenic pulp permits the hematoma 
to dissect and finally to disrupt the cap¬ 
sule (even several weeks later); we must 
think of slow leaks from the fixed por¬ 
tion of the small intestine (usuallj’’ the 
duodenum, as it impinges against the 
vertebral column) ; we must consider oc¬ 
cult perforations of the stab wound or 
bullet wound; we must realize the deadly 
potential of the small intestine lying over 
the internal abdominal ring, suddenly sub¬ 
jected to tremendous pressure; we must 
contemplate delaj’^ed explosion of the dis¬ 
membered kidney, which sometimes re¬ 
quires days to awaken us; we must bear 
in mind that pulpefaction of the liver if 
a constant cause of shock, both in the 
experimental animal and in man. The.>e 
possibilities must all be perceived in the 
light of the fact that there may be very 
little external evidence of trauma to the 
abdominal wall. 

Also qualifying for brief mention are 
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congenital defects, or those which show 
up early in life, such as meconium ileus, 
atresia of various parts of the gastroin¬ 
testinal tract, intussuception, internal or 
diaphragmatic hernia, etc. For these con¬ 
ditions there is no diagnostic or thera¬ 
peutic legerdemain to offer. It’s a ca.se of 
every man for himself; the best you can 
do, usually, is none too good! 

Disease of the coronary arterv tie- 
quently mimics acute disease of the alii!.)- 
men. So do renal calculus and iud.i.n- 
matory conditions of the kidney. Diab'ies 
is a well-known imitator. Uremia .-ome- 
times masquerades in this manner Nerve 


Strange 

We have just been vouchsafed new 
light on this time-honored Shakespearean 
phrase. We received a letter from a young 
layman, a college student, who asked^ us 
for a transcript of the Oath of Hypocrites 
(sic) to use in writing a thesis. 

This office, however, has no dealings 
with Hypocrites. We were compelled to 
write the young man our regrets; we 
could not help him. But his letter set us 
to musing. We began to reconstruct the 
man Hypocrites as archaeologists recon¬ 
struct a dinosaur, from an evidential rib 
or two he has left behind. That he existed 
there is little doubt; he left so many di¬ 
rect descendants as to make this almost 
a certainty. That he had vigor and 
strength (of a kind), ambition and pur¬ 
pose (of a kind) and an immense talent 
for turning things to his own advantage 
seems without doubt, as even a casual 
study of the family line makes clear. 

We conceive him to have been a con¬ 
temporary of Hippocrates and to a, cer¬ 
tain extent his imitator. We dare say he 
had pupils and administered them an 
Oath. We dare say he had patients and 
administered them—who knows what? 
We dare say he had colleagues, in whose 
praise he sometimes spoke at public meet- 


root irritability, tabetic crises and other 
meningeal-cerebral inflammations com¬ 
monly are manifested by abdominal signs 
or symptoms. Pulmonary disease (includ¬ 
ing pleurisy) is notoriously often mis¬ 
taken for acute disease of the abdomen, as 
are early phases of the exanthemas and 
the corollary, lymphadenitis mesentericus 
of childhood. 

In fact, the abdomen presenting signs 
of acute disease is often merely an indi¬ 
cation that something is wrong somewhere 
in the body, not necessarily in the ab¬ 
domen. And this tricky, subtle, insidious 
fact has betrayed many a surgeon. 


Oaths 

ings, thus acquiring a reputation for im¬ 
partiality and even generosity of mind, 
and at the same time left himself free 
to work against the aforementioned col¬ 
leagues in private. 

Unfortunately for us as well as for our 
young correspondent. Hypocrites’ Oath is 
no longer available. Great distinction un¬ 
doubtedly awaits any who shall discover 
this historic document. We conceive of it 
as modeled (outwardly) after the limpid 
honesty of the Hippocratian Oath, but 
honeycombed with secret passages through 
which Hypocrites might escape at any 
moment. For Hypocrites, we think, was 
a smallish man. 

There have been whispers that the Oath 
is extant; that it passes from hand to 
hand under cover of darkness, and that 
it is even administered now and again 
to fledgling medicos who can be per¬ 
suaded that it is merely the Hipprocratian 
Oath brought down to date, adapted to 
modern conditions and a great deal less 
cumbersome to live up to. If this is true, 
it explains a number of things we have 
found—and are finding—exceedingly hard 
to understand. 
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Chapter News 

International College of Surgeons 

United States and Canadian Chapters 

Arnold S. Jackson, M.D., F.A.C.S., F.I.C.S., Secretary 



Prof. Dr. Eduard Borchers 


German Chapter: At a recent meeting held 
in Hamburg the following officers for the 
1P52-54 term were elected by the German 
Cliapter of the International College of Sur¬ 
geons : 

Pre.-:ident: Prof. Dr. Arthur Hiibner, 
F.I.C.S.. Professor of Surgery, University of 
Berlin 

President-Elect; Prof. Dr. Eduard Borches, 
F.I.C.S., Surgeon - in - Chief, Luisenhospital, 
At'.cben 

Secretary: Prof. Dr. Albert Lezius, F.I.C.S., 
Chief. Department of Surgery, University of 
Hamburg 


Treasurer: Dr. Wilhelm Kramer, F.I.C.S., 
Surgeon-in-Chief, Burgerhospital, Friedberg 

Invitation from Germany: Members of the 
International College of Surgeons have been 
cordially invited to attend a joint session of 
the Society for the Prevention of Cancer in 
North Rhine—Westphalia and the German 
Central Committee for Cancer Research and 
the Prevention of Cancer. The first-mentioned 
organization is headed by Ministerialrat Prof. 
Dr. Gerfeldt and the second by Prof. Dr. A. 
Dietrich, President. The session will take 



[ _ 

Prof. Dr. Wilhelm Kramer 
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Prof. Dr. Albert Lezius 


place in the Hall of Honor at the Robert Schu¬ 
mann Hall In DUsseldorf. The program will 
include presentations from the purely scien¬ 
tific point of view, others of a practical, sta¬ 
tistical and clinical nature and still others 
dealing with socio-economic and precautionary 
aspects of the prevention and therapy of 
carcinoma. The following titles and speakers 
are listed: 

Virus Tumors.Prof. Dr. Danneel, Bonn 

Food Coloring.Dr. Wingler, Leverkusen 

Cancer in Connection with Professions 

.Prof. Dr. Gross, Bonn 

Statistical Results in Cancer Aid Stations 

.Dr. Weber, Dusseldorf 

Effective Colposcopic Prophylaxis of Car¬ 
cinoma of the Cervix 

.Prof. Dr. Hinselmann, Hamburg 

Diagnosis of the Cytodia of Malignant 

Growths.. . .Prof. Dr. Siegmund, Munster 


The Problem of Precaution 

1 The Viewpoint of the Inventor 

Prof. Dr. Domagk, Wuppertal-Elberfeld 

2 The Viewpoint of the Clinical physi¬ 

cian 

' a I Intern Dr. Kretz, University of Vienna 
'b) Surgeon 

... Pi'of. Dr. Kurt Boshamer, 

Wuppertal-Barmen 

I Cl Radiologist 

. Prof. Dr. Schulte, Recklinghausen 
Role of the Health Center in Precaution 
.. Oberraedizinalrat Dr. Rupprecht, 

Remscheid 

An informal social session has also been 
arianged. 

Drs. Finsterer and Nissen Honored: At 
the meeting of the House of Delegates 
of the International College of Surgeons, 
held in Madrid, Spain, on Monday, May 19, 
1952, Prof. Dr. Hans Finsterer, Professor of 
Surgery at the University of Vienna, was 
elected Pre.sident for the 1952-54 term and 
Prof. Dr. Rudolph Nissen, Chief of the De¬ 
partment of Surgery, University of Basel, 
Switzerland, was elected Vice-President. 

Among those from the United States who 
were elected to the International Board of 
Trustees are the following: 

Dr. Henry W. Meyerding, Rochester, Min¬ 
nesota 

Dr. W. \V. Babcock, Philadelphia, Pennsyl¬ 
vania 

Dr. Andre Crotti, Columbus, Ohio 
Dr. Elmer Henderson, Louisville, Ken¬ 
tucky 

Dr. Elmer Hess, Erie, Pennsylvania 
Dr. N. Frederick Hicken, Salt Lake City, 
Utah 

Dr. Arnold S. Jackson, Madison, Wisconsin 
Dr. Henry H. Kessler, Newark, New Jersey 
Dr. George Lull, Chicago, Ill. 

Dr. Jacob Probstein, St. Louis, Mo. 

Dr. Owen Honored: Dr. Neal Owen, F.I.C.S., 
Professor of Plastic Surgery at Tulane Uni¬ 
versity, has been elected president of the 
American Society of Plastic and Reconstruc¬ 
tive Surgery. He was also named to an addi¬ 
tional term of service on the organization’s 
board of directors. 
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Argentine Surgical Congress: The First 
Argentine Congress of Thoracic Surgery will 
be held in Buenos Aires from September 8 to 
September 12 of this year. A group of well- 
known specialists from America and Europe 
will attend, and a stimulating program is an¬ 
ticipated. 

Radioactivity Report: Detailed physical 
examination of over 1,100 workers in uranium 
mines and mills in Colorado, Utah, New Mex¬ 
ico, and Arizona has revealed no evidences of 
damage to health from radioactivity, accord¬ 
ing to an interim report to the industry re¬ 
leased by the Public Health Service of the 
Federal Security Agency. The examinations 
are conducted as part of a study of occupa¬ 
tional health conditions in the uranium in¬ 
dustry that has been under way since 1950. 

Specific recommendations made to the mine 
and mill operators for the control of radia¬ 
tion, dusts, and fumes include provisions for 
(1) adequate ventilation to keep radiation at 
a low level; (2) wet drilling, wetting of muck 
pile, and other dust-suppressive measures to 
keep the atmospheric dust concentration at a 
minimum level; (3) dust and fume control sys¬ 
tems to be used in activities in which uranium 
and vanadium dust or fume are liberated; 
(4) approved dust respirators to be worn as 
an added protection whenever necessary; (5) 
the practice by workers of good personal hy¬ 
giene, including daily showers and frequent 
change of work clothes, to minimize skin con¬ 
tact with radioactive dust and other sub¬ 
stances, and (6) pre-employment and periodic 
physical examinations for all workers. 

Dr. Seward E. Miller, Chief of the Public 
Health Service Division of Occupational 
Health, pointed out that these are interim 
findings and that the study is expected to con¬ 
tinue for the next several years. The miners 
and millers will be reexamined periodically, 
and continued checks will be made of the work¬ 
ing environment. 

Cooperating with the Public Health Service 
and the Colorado State Department of Public 
Health in this study are the Atomic Energy 
Commission, the U. S. Bureau of Mines, the 
Los Alamos Scientific Laboratory, the Navy 
Radiological Defense Laboratory, the U. S. Bu¬ 
reau of Standards, and the State health de¬ 
partments of L tah. New Mexico, and Arizona. 


Opportunities in Colorado: The state of 
Colorado is in great need of competent per¬ 
sons for positions at the Colorado State 
Hospital, according to a recent communica¬ 
tion from William S. Welsh- Jr., President. 
The following posts are available: 

Assistant Superintendent: Under the 
general administrative direction of the 
Superintendent, the Assistant Superintend¬ 
ent aids the Superintendent in formulating 
policies and in coordinating and directing 
the administrative functions of the State 
Hospital. This includes both, medical and 
management programs. 

Director of Clinical Services: Under the 
general direction of the Superintendent, 
the Director of Clinical Services is re¬ 
sponsible for directing and planning all 
medical and psychiatric services in the 
State Hospital.. 

Chief of Service—Anesthesiology: Under 
the supervision of the Hospital Superin¬ 
tendent or Assistant Hospital Superin¬ 
tendent, a Chief of Service—Anesthesiology 
would be responsible for the development 
and administration of a professional medical 
specialized service, coordinating activities 
within that service and cooperating with 
other divisions of the hospital. 

Chief of Service—Internal Medicine: 
Under the supervision of the Hospital 
Superintendent or the Assistant Hospital 
Superintendent, a Chief of Service—Inter¬ 
nal Medicine would be responsible for the 
development and administration of a profes¬ 
sional medical specialized service, coordinat¬ 
ing activities within that service and coop¬ 
erating with other divisions of the hospital. 

Chief of Service—Pathology: Under the 
supervision of the Hospital Superintendent 
or Assistant Hospital Superintendent, a 
Chief of Service—Pathology would be re¬ 
sponsible for the development and adminis¬ 
tration of a professional medical specialized 
service, coordinating activities within that 
service and cooperating with other divisions 
of the hospital. 

Chief of Service—Psychiatry: Under the 
general administrative direction of the 
Superintendent, Assistant Superintendent, 
or Director of Clinical Services, a Chief 
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of Service—Psychiatry is responsible for 
the development, administration, and co¬ 
ordination of the Division of Psychiatry. 

Psychiairi.st I: Under the supervision ot 
Clinical Director, Chief of Service—Psy¬ 
chiatry, or a Psychiatrist II, a Psyehnitiist 
I is responsible for assigned phase'- i*! 
psychiatric work, supervising phy'-n-i.ni^. 
psychiatric nurses, nurses, psychol“gi'5f'-- 
psychiatric or medical social worker- '• 
social workers, and attendants. 

Psychiatrist II: Under the general mi-'M 
vision of the Superintendent, Clinical j»n«'( 
tor, or Chief of Service—Psych'iii, 
Psychiatri.st 11 performs supervisorv 
therapeutic psychiatric medical voi , .. 

pervising psychiatrists of lowci 
physicians, psychiatric nurses, r . • 
psychologists, psychiatric or mednal -> ' 

workers, social workers, and attendair 

Chief of Service—Radiology: \\'<>< in- 
under the supervision of the Hospital m • ' 
intendent or Assistant Hospital Pi:-! 


tendent, a Chief of Service—Radiology is 
jespop.sible for the development and ad¬ 
ministration of a professional medical spe- 
(mlizcd service, coordinating activities 
Within that service and cooperating with 
other divisions of the hospital. 

(hicf of Service—Surgery: Working 
uf'tler the supervision of the Hospital Super- 
iiiictidenl or Assistant Hospital Siiperin- 
iri-iieiu, a Chief of Service—Surgei*y is re- 
-iiuii.-ible for the development and adminis- 
iijfion of a professional medical specialized 
K-e coordinating activities within that 
< ’ and cooperating with other divisions 
■ ' Uio hospital. 

f’ijj-*l)Uity requires graduation from a 
e-i M-v.al school approved by the Council on 
Me.lifiU Education and Hospitals of the 
A'lCiKan Medical Association. Further in- 
i-.i-i'.tion as to qualifications, etc., may be 
• - t’ued by direct communication with the 
L'-P'ral 


Postgriuluate Courses in ]''.nglisl) to be Presented by 
Vienna Academy of Sledicine 

The American Medical Society of Viciiim aimoiiiiccs that postgraduate medical 
courses In English arc again being given l.y tl.c Medical Faculty of tl.e University 
of Vienna (Vienna Academy of Medicine). Exceptional opportunities are offered 
for postgraduate courses in .surgery, especially in technic and operative procedure, 
on tlie cadaver. Tlie facilities consist of 51 major liospitals with a total of more 
tlian 20,000 beds; 151- Jirofes-sors and associate professors, and 89 assistant 
professors. 

Information mav be obtained from Dr. M. Arlliur Kline, Executive Secre¬ 
tory, American Medical Society, c/o Academy of Medicine, Allegcmcines Kranhen- 
liaus, Vienna ix, Austria. 



New Books 


A Textbook of Clinical Neurology. By 
Israel S. Wechsler, M.D., Philadelphia and 
London; W. B. Saunders Company, 1952, 7th 
ed. Pp. 802. 

The seventh edition of this well organized, 
highlj'^ informative and always reliable text¬ 
book has been thoroughly revised, modernized 
and brought up to date. 

Due consideration has been given to the 
advancement in the treatment of epilepsy, 
neurosyphilis, tuberculous meningitis and of 
the injuries to the brain and spinal cord. The 
author’s critical appraisal of the different 
and often unwax-ranted thei’apeutic I'ecom- 
mendations in vai-ious neui'ologic disorders 
will be of great help to the practitioner and 
to the specialist as well. His cai-eful discus¬ 
sion of the pi'oblems ai’ising in connection 
with post-ti'aumatic syndromes and claims 
for compensation is a case in point. Thez'e 
are many beautiful new illustrations, espe¬ 
cially excellent cei-ebi-al angiogi’ams. It is 
debatable whether a ti'eatise about the neu- 
X’oses (Pai’t 5) belongs in a textbook on 
neui'ology. Wechsler follows Freudian con¬ 
cepts. The final chapter of the book, pi'esent- 
ing an inti'oduction to the history of neui'ol- 
ogj% howevei*, is very appi’opriate and makes 
delightful i-eading. It is to be hoped that no 
student omits this artful histoidcal i-eview. 

Ernest Haase, M.D. 

Fundamental Considerations in Anesthesia. 
By Charles L. Burstein, New York; The Mac¬ 
millan Co., 1950 (second printing). Pp. 153, 
with 64 illustrations. 

This book is an excellent summarization 
of the effect of the autonomic nei’vous system 
on a too little undei'stood phase of ai'tificially 
induced coma, namely, anesthesia, by a 
woi'ker in the field whose theoi'etical knowl¬ 
edge and clinical experience well qualify him 
for the task. Dr. Bux'stein’s observations ai'e 
based not only on clinical obseiwations in the 
operating i-oom but on laboratoiw and animal 
experimentation. 

The fix's! chapter outlines bx'iefly the ana¬ 
tomy, physiology and pharmacology of the 
autonomic ner\-ous system. Chapter's 2 to 5 
cover in more detail the effects of the vegeta- 
ti\o apparatus on the noi'mal respiratory 

-tem and the distui'bances that can arise 


during anesthesia. Chapters 6 to 10 deal with 
circulatory disturbances, such as shock, celiac 
plexus and carotid sinus i-eflexes, and dis¬ 
tui'bances resulting fx'om spinal anesthesia. 
The section on cax'diac arx'hythmias is well 
illustx-ated with electx'ocai'diogx’aphic tx-acings. 
Thi'ee chaptex-s emphasize in detail the ef¬ 
fect of the pax'asympathetic division of the 
autonomic nex’vous system on vax’ious organs 
of the body. Of pax'ticular intex-est, in view 
of the number of cases of cardiac ax-rest that 
have appeax-ed in the litex'atux'e, is the chap¬ 
ter on vagal cardiac x’eactions. The psysio- 
logic basis is discussed, with suggestions for 
the avoidance of those noxious stimuli that 
I'esult in unwanted x'eactions on the cix-cula- 
tox'y system. The effect of vax'ious drugs and 
anesthetic agents on gastx'ointestinal tone and 
motility are covei'ed in Chapter 14. The last 
chapter covex's i-espix-atory contx-ol by the anes¬ 
thetist. The advantages and disadvantages of 
the vax-ious methods of altex'ing respii-atox'y 
movements ax-e stx-essed—a subject of gx-eat 
intei-est, as at px-esent it is contx-ovex-sial. 

This little monogx-aph is welcome, because 
up to the time of its publication its subject 
matter was scattex-ed throughout a volumi¬ 
nous litex-atux-e, 

Anita Rappaport, M.D. 

, Biologie and Pathologie Des Weibes. 
Edited by Professor Dx'. Ludwig Seitz and 
Px'ofessor Dx-. Alfred I. Amx-eich. Vienna: 
Ux'ban & Schwax-zenbex-g, 1951. 2d ed., vol. 8. 
Pp. 856, with 204 illustx-ations. 

Evex-y gynecologist must be familiar with 
the monumental encyclopedia of gynecology 
and obstetx-ics fox-mex-ly edited by Halban and 
Seitz. After Wox-ld War II, the second edition 
began to appear and was published in serial 
parts, 25 of which have come out so fax-. This 
eighth volume (thex-e will be 10 when the 
entix'e handbook has been published) has just 
been completed. This volume contains chap¬ 
tex-s on the following subjects dealing entirely 
with obstetx-ics: the contx-acted pelvis, uterine 
contx-actions and their disturbances, miscar- 
x-iage and px-ematux-e labox', abnormal px-esenta- 
tion and position of the fetus, malformations 
of the fetus, toxemia of px-egnancy, pi’c- 
eclampsia and eclampsia. 

This reviewer confesses that his expecta- 
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tions of this largest work on gynecology and 
obstetrics, such a work as has never appeared 
before in the world literature, have not been 
wholly fulfilled. In the chapter on contracted 
pelvis the classification .still .seems to be ba‘<ed 
upon the work of Niigeli, by now about fift\ 
years old. No mention is made of the funda¬ 
mental contribution by Caldwell and Mohiv, 
who devised the modern classification into 
gynecoid, android, anthropoid, and platvoel- 
loid. In looking over the references. Avhuh 
are numerous indeed, it seems that modun 
American literature during the past ten \ear^ 
has not been considered at all, Thi'j explain-' 
that the authors still believe, for in'tance 
that “if the cephalopelvic disproportion i- 
small, a high forceps might be of good .iv.nl " 
This way of obstetrical thinking has been en¬ 
tirely abandoned in the United State<!. .un* 
as Eastman mentions, the high forceps i-' lii- 
scribed in textbooks only in warnings agau!-’ 
its employment. 

The fact that tokodynamometry l-' used 
more or less routinely in cases of uterine in¬ 
ertia IS interesting. In this country, owing 
to the research of Reynolds, this proceduie 
has come into vogue only in large teaching 
institutions. The authors still recommend 
quinine, which in America has been found 
ineffective and obsolete in the treatment of 
uterine inertia. 

The chapter on the pathologic anatomy of 
aborted ova is well worth reading; It should 
be read when one is examining the products 
of a spontaneous abortion. There do not seem 
to be enough pathologists in this country who 
are trained or interested in pathologic em¬ 
bryology. 

The chapter on abnormal presentation ot 
the fetus, written by Prof. Dr. Heirich 
Martius, who is well known in America, is 
likewise somewhat antiquated. For instance, 
no credit is given to the work by Stevenson 
and his group, who tried to explain the reason 
for breech presentations and transverse lies 
by a peculiarly inserted placenta. In the " 
ment of neglected transverse positions with 
prolapse of the arm, Martius still advoca es 
reposition of the arm with accompanying ver¬ 
sion and extraction. This also appears o^ e 
contrary to modern American obstetrical 
teaching; here, a low cervical section would 
be the choice of treatment in such a case, 
rather than a procedure that risks a rup ure 
of the uterus. 

The chapter on the toxemias of pregna 


probably the one that contains the most 
modern ideas. This part is written by Prof. 
Or. Ludwig Seitz, who quotes Engle to the 
effect that some toxemias are due to faulty 
hormone production. Since, however, the 
tau'te of the toxemias is still one of the mys- 
teiies that plague the obstetrician today, 
M«><hing entirely new is presented. The au- 
M'oi ^hll adheres to the conception that hemor- 
ih-g!< necrosis of the liver is more or less 
P«thgnomonic for eclampsia, an idea which 
has engendered much controversy in recent 
> can The suggestion that hyperemesis gravi- 
deiLim be treated by psychoanalysis and hyp- 
has received fresh impetus in this 
v.H.ntrv- owing to the work of Kroger and 


Fi'-cd. 

In u*nclusion, it may be said that this work 
l^ leitainlv well reading for any obstetrician 
v\h.. Can lead German. It does not, however, 
teme u!) to the standard of a modern encyclo¬ 
pedia written in the year 1951. 

vvkrner Steinberg. M.D. 


A Handbook of Surgery. By Reginald C. 
B Ledlic and Michael Harmer. London: 
Railliere, Tindall and Cox. The Williams and 
Wilkins Co, 1951. Pp. 535. ^ 

Tins new handbook, we are told, is pre- 
sented to the profession with a specific end 
in view: to organize the essentials of surgical 
practice in a compact form. It is thus de¬ 
signed to supply a need not met by a inore 
thoroughgoing treatise, serving both as a text 
and as a work of reference. _ 

With this in mind, we need only mention in 
passing that the mature surgeon may find the 
treatment too cursory. Many, on the other, 
hand wili find it useful to refresh them on 
certain points, and to discover the views of 
the authors. Both are British practitioners 
and Fellows of the Royal College of Surgeons. 

For the student and younger man, the hand¬ 
book should fill a need and prove a boon. The 
style and arrangement are straight-forward, 
the illustrations diagrammatic and clear. 

It should be noted that this is not an outline 
of procedures, but of conditions amenable to 
surgical treatment. The usual order includes 
the pathologic pictures, signs, symptoms, 
diagnosis and preferred management. Pro¬ 
cedures are outlined, however, in a number 

of cases. . • , 

The authors begin with general principles, 
treating in turn the various regions and mem¬ 
bers. There are introductory chapters on in- 
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fections, modern chemotherapy, traumas and 
burns, hemorrhage, shock, water-salt balance, 
neoplasms and malignant disease. Gynecologic 
material is not included. The appendix con¬ 
tains a list of laboratory tests. 

For text and reference purposes, this hand¬ 
book maj" well justify periodic revision with 
further editions. 

M. T. 

Current Therapy, 1952; Latest Approved 
Methods of Treatment for the Practicing 
Physician. Howard F. Conn, M.D., editor. 
Philadelphia: W. B. Saunders Co., 1952. Pp. 
848. 

Since its first appearance in 1948, this com¬ 
pendium of treatment has reappeared annually 
—evidence of its usefulness and acceptance. 

For the benefit of those who have not per¬ 
sonally examined previous editions, it does 
not pi’esent a review of current developments, 
or abstracts of periodical literature. Instead, 
it is a faii'ly comprehensive collection of 
treatments actually pi'eferred and used by 
practicing specialists—both recognized author¬ 
ities and workers specially interested in spe¬ 
cific diseases. 

Under each entry we are given one or two 
methods, together with the contributors’ 
names. The editor is careful to point out that 
this does not imply that the contributor orig¬ 
inated the treatment. 

Within this framework, Cnrrent Therapy 
endeavors to keep abreast of recent develop¬ 
ments. Articles are reviewed by their authors 
just prior to publication. It is also announced 
that the list of contributors has been expanded 
and contains 189 new names. 

The arrangement also provides some of the 
practical features of a handbook, such as 
tables and diets, dosages, antibiotics, and re¬ 
sults of treatment, which reflect current 
researches. 

Articles are stripped of padding and to the 
point. The facts are thus easily accessible to 
the physician who may wish in the future to 
make a more profound study of current 
thought on a given clinical entity. 

It is the editor's policy to exclude diagnostic 
material in most cases. On the other hand, 
enough detail is usually given so that a phy¬ 
sician can actually carry out the management 
a--' described. Since the treatments are “stand¬ 
ard in the .author's opinion, current lines of 
investigation may be omitted or not advised. 

For the surgeon. Current Therapy will have 


a definite though limited usefulness. Techni¬ 
cal details of operative procedures will not 
as a rule be found here, but the procedure of 
choice is usually indicated and outlined;: -Pre- 
opei-ative and postoperative measures, pharma¬ 
ceutics, and supportive therapy are often given 
at some length. 

A list of the 15 main sections will give some 
idea of the book’s comprehensiveness: (1) 
infections, (2) respiratory diseases, (3) car¬ 
diovascular diseases, (4) diseases of the blood 
and spleen, (5) digestive conditions, (6) 
metabolism and nutrition, (7) endocrine con¬ 
ditions, (8) urogenital disease, (9) venereal 
disease, (10) allergy, (11) skin diseases, (12) 
nervous conditions, (13) locomotor conditions, 
(14) obstetrics and gynecology, and (15) 
physical and chemical agents. An appendix 
contains tables of drugs, dosages and solutions. 

M. T. 

711 Medical Maxims. By William S. Reveno. 
Springfield, Ill.: Charles C Thomas, Pub¬ 
lisher, 1951. Pp. 197. 

In medicine, as in other arts, one is peri¬ 
odically reminded that simplicity is not easily 
come by, but is rather the hallmark of experi¬ 
ence. The mature clinician and diagnostician, 
leafing through these maxims, will not fail 
to recognize the stamp of personal trial and 
pondered selection—assurance that the Hippo¬ 
cratic aphorism is still a valid and important 
medium for medical wisdom. 

The author is Assistant Professor of Clini¬ 
cal Medicine at Wayne University. The 
maxims first appeared in his column "On the 
Run,” a feature of the Detroit Medical News 
and the Journal of the Michigan State Medical 
Society. 

The present selection, in convenient pocket- 
sized format, is subdivided into nine chapters: 
infections; respiration; circulation; digestion; 
urology; nerves, bones, muscles, and joints; 
blood; metabolism and endocrines; and miscel¬ 
laneous topics. A detailed index brings each 
topic to the fingertips. 

The maxims, which are numbered, are to the 
point and easily retained. Experienced prac- 
titionei’s will appi’eciate the value of such 
nuggets for diagnosis and therapeutics, and 
are beholden to Dr. Reveno for making them 
available in such a handy, time-saving form. 

As recommended reading, as a gift or as a 
help to the medical student, the volume should 
also prove widely popular. 

M. T. 
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Abstracts from Current Literature 


Head-Dropping Test. Wavtenbcrg, R,: Brit. 
M. J, 3:687-G89; 1952. 

Although the fundamental motor distuib- 
ances associated with Parkinson’s syndrome 
may be ascribed to two factors, tremor and 
rigidity, the author expresses the opinion 
that rigidity is the more important. The 
rigidity generally starts in the proximal 
muscles of the limbs and, according to the 
author, may appear first in the muscles of the 
neck and shoulders. The flexor muscles of 
the head are especially prone to early involve¬ 
ment. 

Because of the author’s long-held view that 
the rigidity of Parkinson's syndrome afTocts 
the muscles of the neck first, the head- 
dropping test was devised as a means of 
clinical detection of this rigidity. The patient 
lies supine on a horizontal examining table 
without a pillow. He is' caused to relax 
completely and is asked to close his eyes. 
While his attention is diverted by casual con¬ 
versation, the examiner places his left hand 
under the patient’s occiput and then with 
his right hand suddenly, unexpectedly and 
briskly lifts the patient'.s head and allow.s 
it to fall. The head of a normal person 
drops back on the left hand ^yith force like 
a dead weight. In the presence of rigidity, 
however, the head drops slowly and gently; 
the downward movement is reluctant, hesi¬ 
tant and smooth. This is the earliest clinical 
evidence of rigidity of the muscles of the 
neck. In the differential diagnosis between 
Parkinson’s disease and senile tremor this 
test may be of inestimable value. 

This slow, hesitant movement or the 
smooth fall of the head in the performance 
of the head-dropping test is indicative of a 
lesion of the extrapyramidal system and, 
us such, constitutes a valuable sign in the 
diagnosis of Parkinson's disease. 

M. 0. CANTOR, M.D. 


Surgical Treatment of Stenosis Due to 
Esophagitis. Thorek, P.: J.A.M.A. 147:640, 
1951. 

A case of esophagitis is presented in which 
there was almost total obstruction to the 
esophageal lumen 2 cm. from the gingival 
border, associated with an orange-sized mass 


in the lower part of the loft thoracic cavity. 
This condition was treated in a manner consid¬ 
ered new by the author. At thoracotomy, the 
abscess in the lower part of the left chest 
cavity wa.s drained. Resection of the esophagus 
was impossible because of the condition of the 
patient, contamination of the cavity, and the 
extreme amount of fibrosis .and edema that in¬ 
volved the lower end of the esophagus. It 
was also thought inadvisable to attempt to 
close the esophagus, since an esophageal leak 
seemed inevitable. A large semirigid T-tube 
was placed in the esophagus through the in¬ 
cision and an cxtenial esophageal fistula cre¬ 
ated Bilal*"!-.!! vagotomy was performed and 
tho T-tubc .M.tured in place. 

The patspnt made a sat’sf ict-uy recovery, 
and the V ^ube was removed lu nine weeks. 
\Vii-hin th‘ fir Si.v U'onfhs of piocedure 
the packnl ha g<.ined pounds ■ -Kg.i in 
wcig’.u ar.d ha.! a rather di ated esophageal 
luMeri, v/.ih .vi fiii’UOia: iiacub ind swallows 
.voiid food vuh case. 

r. J, RoiEVE-?., M D. 

The Pathology and Treatmeni of Portal 

HjT>ertension. Walker, R. M, Lancet 

1:729, 1952. , . u 

Walker’.s experience and clinical research 

have led him to define portal hypertension 
as a condition of abnormally high pressure 
in the whole of the portal circulation, thus 
excluding obstruction of the splenic vein, 
which he prefers to call splenic hypertension. 

Although he accepts Whipple’s divi.sion ol 
portal hypertension into prehepatic, intra- 
hepatic and posthepatic, Walker has further 
divided the important intrahepaUc group into 
presinusoidal and postsinusoidal divisions. 

The significance of this division lies in the 
determination that presinusoidal fibrosis (;1 
the liver may remain stationary for years, 
whereas postsinusoidal intrahepatic obstruc¬ 
tion is commonly followed by impairment of 
liver function. Whether or not most cases 
of hepatic fibrosis are the result of acute 
hepatitis, it is Walker's opinion that the 
extent of the original inflammation deter¬ 
mines the pattern of the fibrosing proce.ss. 

Developing this theory further. Walker 
describes three ill-defined types of lesions. 
The first type shows only an,‘ i" +hc 
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fibrous tissue in the portal tracts with 
normal intervening parenchyma and unin¬ 
volved central veins. In the second type the 
fibrous tissue is not so closely confined to 
the portal tracts, but spreads out as fine 
strands into the liver tissue and may even 
link up one portal tract with its neighbors 
and with the central veins. The third type is 
marked by complete disorganization of the 
liver structure. Bile ducts, arteries and 
veins are present in masses of fibrous tissue 
which may in a section occupy as much as 
half the field. The appearance is that of 
postnecrotic scarring. In the presence of 
this type, ascites and other signs of liver 
failure are often present also, with a serious 
prognosis. 

It is important to clarify Walker’s conclu¬ 
sion that one type does not progress into 
the next, but that the ultimate pattern in the 
liver depends on the site and e.xtent of the 
original liver damage; in other words, on 
the severity of the original attack. Prog¬ 
nosis and response to treatment, surgical or 
otherwise, are markedly influenced by the 
histologic pattern of damage. 

Prehepatic obstruction is almost invari¬ 
ably due to simple stenosis or atresia of the 
poi'tal vein, or the vein is replaced by a 
mass of dilated vascular spaces that extend 
into the liver—the condition known as ca- 
vernomatous transformation of the portal 
vein. This is probably a true congenital 
abnormality. With prehepatic portal ob¬ 
struction, as in Walker’s 9 cases, the sj^mp- 
toms first appear in childhood. In all such 
cases subjected to complete study, the liver 
looked and felt normal and was normal his¬ 
tologically. Clinically this type has the 
single outstanding symptom of hematemesis 
from esophageal varices, and published re¬ 
ports suggest that the patients all die early 
in life from this cause. 

The early consequence of portal venous 
obstruction is the development of e.xtensive 
collateral circulatory pathways. It is only 
in the lower end of the esophagus and ad¬ 
jacent stomach that it is dangerous to the 
patient. All the other collaterals are safety 
valves which function to relief the obstruc¬ 
tion and to prevent dangerous hematemesis. 
Provided the hepatic disease is not progres- 
^ive. there is reason to suspect that, with 
time, a collateral circulation adequate to 
c.rani off all the portal blood may develop. 
1 etirifirmed by the knowledge that 

i atier.t-; m.ay survive with complete throm¬ 


bosis of the portal vein. If the calamity of 
a fatal esophageal hemorrhage can be avert¬ 
ed, there is no reason why such a patient 
should not survive for many years. This 
state of affairs may well explain some 
examples of long-enduring asymptomatic 
splenomegaly in which the condition has, 
it is suspected, naturally developed their own 
life-saving venous shunts. 

Portal hypertension by itself does not 
cause ascites which, when present, indicates 
severe liver damage. The clinical diagnosis 
usually depends on the demonstration of 
varicosites in the submucous plexus of veins 
in the esophagus. In suspicious cases when 
the x-ray examination is not diagnostic the 
more reliable method of esophagoscopy 
should always be employed. 

Surgical treatment is the only avenue of 
relief. Its objective is to reduce the risk 
of hemorrhage from the collateral vessels. 
Blakemore believes also that ascites may con¬ 
stitute a possible indication for surgical 
measures when accompanied by a high portal 
pressure as determined manometi’ically at 
time of operation. 

Walker credits the pioneer work of Whip¬ 
ple and Blakemore and Lord in reviving the 
use of venous shunts to carry the portal 
blood back into the systemic circulation. 
The production of a large vascular shunt is 
the only radical way of bringing down perma¬ 
nently the portal blood-pressure and Blake- 
more’s results fully justify the operation. 

The best results are to be had when the 
anastomosis is made between the portal vein 
and the inferior vena cava. Often and pai’- 
ticularly in cases of prehepatic obstruction, 
the abnormal portal vein is useless for this 
procedure and other vessels must be used 
notably the splenic and left renal veins. 
When the spleen has been previously re¬ 
moved, as is often the case, the only alterna¬ 
tive vein is unfortunately lost. 

Palliative operations must be considered 
in suitable static or very slowly progressive 
cases when no veins are available for the 
shunt operation. Walker feels strongly that 
such operations which will prevent death by 
hemorrhage during the period of collateral 
development are worth while. 

Splenic artery ligature alone or splenec¬ 
tomy gave disappointing results. Splenec¬ 
tomy alone may actually increase the ri.sk 
of hemorrhage by removing some of the 
natural collateral circulation. This opera¬ 
tion is indicated only when hypersplenism 
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c.'\n be demonstrated. Omentopexy has been 
‘generally abandoned. Hepatic artery liga¬ 
ture as advocated by Reinhoff is as yet a 
highly experimental but intriguing procedure 
with which Walker has had no experience. 

With esophageal transection transthorac- 
cally Walker has had the most success as an 
alternative procedure. This permits ligation 
of the larger submucous varices and the 
postoperative formation of a line of sc.ii 
tissue which may give sufficient time for <i 
more adequate collateral circulation to foim 
elsewhere. 

This paper is based upon a total experience 
with 57 patients. The author concludes that 
venous shunts have a definite place in the 
treatment of portal hypertension. It is .'^lill 
too early to know whether the palhntive 
operations now being done on the esophagu'! 
are justified. 

Thomas Wilensky, M D 

Intrnnasal Encephaloccles. Walker, E . 

Moore, W. W., and Simpson, J. R.: Arch 

Otolaryngol, 55:182, 1952. 

Analysis of reported case.s of such enceph- 
aloceles indicates that the high mortality rate 
can be reduced by early diagnosis without 
intranasal aspiration, biopsy or operation. The 
cerebrospinal fluid communications must be 
safely repaired through an intracranial ap¬ 
proach, and only then can the intranasal 
hernial mass be removed. Intensive chemo¬ 
therapy is necessary. Tracheotomy is indi¬ 
cated if respiratory distress is marked. 

Claude M. Warren Jr., M.D. 

Exchange Transfusion in Severe Anemia. 

Ward, T: Brit. M. J. 3:22, 1952. 

A technic for exchange transfusion in 
which exsanguination and transfusion are 
simultaneously carried on is described. Three 
cases of severe anemia are reported in which 
this method was used. 

This method of transfusion is suggested 
as indicated in two types of cases; (a) severe 
anemia with congestive heart failure, and 
(b) severe anemia of many weeks’ duration 
but not associated with venous congestion. 
The advantages claimed for this method are 
(1) reduced risk of circulatory overloading 
and (2) the fact that a large amount of blood 
can be given more quickly than usual. 

In performing this type of transfusion, a 
“cutdown” is done on a vein in the ante- 


cubital fossa. A polyethylene tube of 2 mm. 
boro IS then inserted proximally and tied in 
place, after which a similar tube of poly- 
elhjlene is inserted distally to drain the 
blood The two tubes are inserted through 
the vfinie longitudinal incision in the vein. 
The blood is then withdrawn from the dis- 
tnllv placed polyethylene tube and measured. 
An equal volume of blood is then introduced 
into rho proximally placed tube. The rate of 
V ithdftiwal and introduction may be so con- 
tiolled that very little change in blood vol¬ 
ume will occur. 

M. 0. Cantor, M.D. 

Eve Changes Following Exposure to Metallic 

Mercury. Locket, S., and Nazroo, 1. A.^ 

Lancet 1:528, 1952. 

A .study of 51 workers repairing direct cur- 
ren’ electric meters in London was made. 
Twelve showed a matt-brown reflex from the 
anterior lens capsule. This change never oc¬ 
curred after an exposure of less than five 
years, and seems to depend chiefly on the 
duration of exposure to metallic mercury. It 
is not related to symptoms of mercury intoxi¬ 
cation and has no effect on visual acuity. No 
evidence of retrobulbar neuritis was obseiwed 
in any of the cases. 

As the findings suggest a minimal atmos¬ 
pheric concentration of metallic mercury and 
a minimal duration of exposure is necessary 
to produce the brown reflex, the coloration 
can be used as a screening device for atmos¬ 
pheric levels of mercury. 

Claude M. Warren Jr., M.D. 

Surgery in the Treatment of Cancer of the 

Maxillary Antrum. Wilkins, S. A.J.M.A. 

Georgia 41:9, 1952. 

In cancer of the antrum occasionally an 
antrectomy alone is sufficient. Usually the 
process has extended through the floor of the 
orbit and into the sphenoids and ethmoids. 
In such cases the author thinks it best to 
sacrifice the eye and perform an initial ex¬ 
tensive operation supplemented by irradiation. 
Even the most radical procedure can be car¬ 
ried out, without selection of patients, with 
low morbidity. It is too soon after the opera¬ 
tions to draw significant conclusions from the 
data presented on these 10 cases. They suggest 
that this method is superior to the routine 
previously used. 

Claude M. Warren Jr., M.D. 
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In Memoriam 


WALTER "^^TIIGHT DANIEL 

M.D,, F.I.C.S. 

Dr. Walter W. Daniel died recently in At¬ 
lanta, Georgia. In 1923 Dr. Daniel graduated 
from the medical school of Emory University, 
■where he was an intern until 1926. Upon com¬ 
pleting his internship Dr. Daniel taught physi- 
ologj' at Emoiy Universitj- for several years. 
At the time of his death he was consultant in 
obstetrics and gynecology at the Cra-n-ford 
Long Hospital and a member of the visiting 
stair at the Georgia Baptist Hospital. 

Dr. Daniel was a member of the American 
Medical Association, the Southern Medical As¬ 
sociation, the Medical Association of Georgia, 
the Fulton County Medical Society and the 
International College of Surgeons. 


J. RUDOLPH YUNG 

M.D., F.I.C.S. 

Dr. J. Rudolph Y’ung of Terre Haute, for¬ 
mer Regent of the Indiana Section of the 
United States Chapter, died on January 29, 
at the age of 74. 

Dr. Y’ung was born in Terre Haute. He 
received his degree in medicine from the 
University of Illinois in 1900, becoming a 
member of the medical staff of St. Anthony’s 
Hospital in Terre Haute in 1904 and of the 
surgical staff in 1906. In 1947 he was ap¬ 
pointed chief of the sui'gical division of the 
hospital. He was a past president of the Vigo 
County ^ledical Society, the Aesculapian So¬ 
ciety of Wabash Valley, and the American 
Association for the Study of Goiter. He was 
a life member of the Surgeons’ Club of the 
Mayo Clinic, a Fellow of the American Medi¬ 
cal Association since 1903. and was inducted 
into Fellowship in the United States Chapter 
of the International College of Surgeons at 
the organization meeting in New Y’ork. June 
2. 1937. 


JAMES ASA SIMPSON 

M.D., LL.D., M.D., F.I.C.S. 

On April 20, 1952, Dr. James Asa Simpson 
died at the age of 78. Dr. Simpson was gradu¬ 
ated from the Vanderbilt University with an 
M.D. degree, and his postgraduate studies 
were pursued at the University of Ohio and 
the Mayo Clinic. 

After seradng his internship at the Glen 
Mary Coal and Coke Company Hospital in 
Tennessee, Dr. Simpson joined the U. S. Army 
as Chief of Surgical Service, a position he held 
until 1920. Until the time of his retirement 
Dr. Simpson specialized in industral surgery 
•wth the Central Power and Light Company, 
the Texas Mining and Smelting Company and 
the U. S. Employees Compensation Commis¬ 
sion. 

Dr. Simpson was a member of the medical 
societies of Webb, Zapata and Jim Hogg Coun¬ 
ties, the Texas State Medical Society, the 
American Medical Association and the Inter¬ 
national College of Surgeons. 


CHARLES RAY'IMOND SHIMMERS 
M.D., A.I.C.S. 

On June 11, 1952, Dr. Charles Rajunond 
Summers died at the age of 55. He received 
his premedical training at the Univei'sity 
of Chicago and in 1928 was graduated from 
the University of Illinois Medical School. 
Dr. Summers was a member of the West 
Suburban Hospital medical staff from 1929 
to 1942, and in 1942 he was made a member 
of the executive surgical staff at the same 
hospital. Dr. Summers was also a member 
of the surgical teaching staff at the Vest 
Subui'ban Hospital Nursing School from 
1944 to 1947. He held memberships in the 
American Medical Association, the Illinois 
State Medical Society, the Chicago Medical 
Society and the International College of 
Surgeons. 
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Anastomosis of the Rectum Without Suture 


A Preliminary Report 

ILIATIIO SAUER, M.D.,* RIO DE JANEIRO, and 
HARRY E. BACON, M.D., F.A.C.S., F.I.C.S. 
PHILADELPHIA 


P RIMARY anastomosis of the intes¬ 
tine has been the procedure of choice 
for reestablishment of continuity 
after resection of a segment of the bowel. 
In the region of the rectum, however, 
primary anastomosis has not won uni¬ 
versal acceptance, because of the difficul¬ 
ties encountered in its successful execu¬ 
tion. Among these difficulties have been 
(a) the problem of controlling bacterial 
infection from the intestinal contents, (b) 
the obstacle presented by the poor blood 
supply of this segment of the bowel, and 
(c) the technical difficulty of suturing the 


•Municipal Hospital, Rio de Janeiro. Brazil; formerly 
Fellow in Department of Proctology. Temple Umveraity 
Hospital and Medical School. Philadelphia 

••Professor and Head of Department of ProctoI<^, 
Temple University Hospital and Medical School, Pbiladel- 

From the Department of Proctology, Temple University 
Hospital and Medical School. Philadelphia. 

Submitted for publication June 3, 1952. 


restricted space in the bottom of the 
pelvis. 

The discovery and development of the 
newer antibiotics, which brought better 
control of wound and peritoneal infection, 
gave new impetus to the study of suture 
methods in anastomosis. Recent studies 
on the lymphatic spread of cancer of the 
sigmoid have shown that a wider expanse 
of mesentery can be extirpated when 
anastomosis is contemplated, far wider 
than is possible with the Mikulicz-Paul 
procedure or any of its modifications. As 
a consequence, the old Mikulicz-Paul 
method has been relegated to the realm 
of surgical history and is employed only 
in the few cases in which it is impossible 
to carry out anastomosis. 

The blood supply in the region of the 
rectum has constituted a major problem 
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Fig. 1.—Clamp described. The instrument is 
made up of (A) the male part; (B) the female 
part, and (C) the bolt. 

in the performance of anastomosis. The 
rectal stump is in large measure deprived 
of its blood supply through ligation of the 
superior hemoiThoidal vessels, which 
carry most of the blood to the rectum. 
The result is that leakage through the 
suture line, with consequent infection, 
fistulization, retraction and stenosis, still 
is of frequent occurrence despite modern 
improvements in surgical technic. The 
blood supplj'^ from the inferior and middle 
hemorrhoidal vessels is barely sufficient 
to maintain the vitality- of the remaining 
stump. Furthermore, the middle hemor¬ 
rhoidal vessels are inconstant in charac¬ 
ter, or thrombosed, as in the case of 
patients of advanced age who seek treat¬ 
ment for cancer. Of great interest also 
is the fact that the sutures themselves 
will impair the blood supply in the line 
of anastomosis, causing the sloughing off 
of part or whole of the anastomotic area. 
Although such an extreme degree of 
sloughing is encountered relativelj’^ infre¬ 
quently, lesser degrees of the same process 
are met with more often. For instance, 
ischemic swelling of the stump because 
of poor blood supply, and tearing of the 
bowel wall by the sutures when the wall 
becomes dilated by edema, are of frequent 
occurrence. The effect of edema upon the 
sutured wound has been studied I'ecently 
by Findlay aiul Howes,’ who showed that 


slipping of the knots can occur or the 
sutures can easily cut through the tissue. 
These holes in the wall provide potential 
or actual pathways by which the intes¬ 
tinal contents can reach the pelvic cavity. 
In proof of this is the high incidence of 
infection and fistulization. Dixon,- for ex¬ 
ample, shows that in a large number of 
cases fistulization supervened as an im¬ 
mediate complication of anastomosis. 

In order to insure better vitality of the 
stump the rectum might be sectioned 
short, thereby decreasing the distance 
blood must travel in order to reach the 
sutui’e line. But this poses such technical 
difficulties that the ultimate outcome 
Avould be no improvement on a longer 
stump. It is not surprising, therefore, 
that surgeons prefer to use the sacral 
route,^ thereby not only adding another 
step to the operation but necessitating the 
sacrifice of important tissue and inner¬ 
vation. Invagination of the rectum with 
suture perfoi'med outside the anal canal 
has been attempted. Even disregarding 
other disadvantages of this procedure, 
such as the difficulty of inverting the 
rectal stump, it is obvious that suture 
of an inverted portion of the intestine to 
a noninverted segment is poor technic and 
is permissible only if no better method 
is available or feasible in the circum¬ 
stances. 

A multiplicity of methods usually sug¬ 
gests the inadequacy of any one. The 
many modifications that have been offered 
in an attempt to resolve the difficulties of 
suture in rectal anastomosis indicate that 
here too the answer has not been found. 

With these facts in mind we attempted 
a different approach to the problem. In¬ 
stead of using sutures we devised a clamp 
which holds both ends of the intestine in 
coaptation until healing takes place and 
the approximated ends adhere firmly one 
to the other. At this stage the diaphragm 
which is between the two ends is severed 
by the clamp, which can then be removed 
through the anal canal. Thus the conti¬ 
nuity of the bowel is reconstituted with a 
minimum of scar tissue and without in¬ 
terference with the blood supply. All pres- 
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sure is made upon the portion to be re¬ 
moved, the ends of the intestine are at 
all times free, and healinc takes place 
faster and better than with the suture 
method. As the pressure on the end.-? is 
uniform throughout their circumference, 
coaptation is perfect and, there aie no 
suture holes, leakage is The 

only possible source of c<^»n*;tm’n.’*.''r 
from spillage of intestinal 
ing the operation, but thi- ^ •* '' - 

tamination can be reduc*^d t- • . >. rv 
by thorough preoperative ‘ • i 

the bowel with antibiof^' 
great care during the op-: . 
the operative field with • 
administration of anti'r r - 
wound drainage to n i 
Furthermore, operativ- 
of common occurrence ' ' 
of suture, and that it * 
much with the resuU' • 
fact that open methoc- r * • 

than closed. 

The Clajnp *—To s- r: - 
(Figs. 1 and 2) reca - " *j''t- 

ton, with the differ- cc *'i.: * a 

handle and a third piece •.« H:- ii -crev-ed 
into the male portion under contr'*!!ab!e 
pressure. Furthermc?' . it is assumed that 
the Instrument can b- handled or adjusted 
at the surgeon’s will 

In de\ising such an instrument the idea 
was to have a clamp that would accom¬ 
plish suture-free anastoino-sis of the rec¬ 
tum. The ends of the intestine v.'ere to be 
brought into contact and held so by the 
clamp, and the pressure was to be placed 
upon the intestinal walls in such a 
that only that portion of the bowel which 
was to be removed would suffer impair¬ 
ment of its blood supply. The clamp would 
also accomplish precise approximation of 
the ends because, having the same di¬ 
ameter as the intestine, the clamp would 
serve as leader. The purse-string sutures 
used to hold the walls of the intestine 
against the clamp were to be only pro- 
Wsional in purpose and placed within the 
jaws of the clamp, permitting their re- 
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movai v.ith the remainder of the portion to 
be removed. These sutures would not in¬ 
terfere with the blood supply of the por¬ 
tion to be anastomosed. 

The male piece has a head which is in¬ 
troduced into the proximal end of the 
inte.=tine (Fig. 3.4). after the bowel has 
been resected and a purse-string suture 
run in. The cut edge of the bowel should 
he inverted into the space e.^pecially pro- 
\ tded for it in the head of the male piece 
‘ f the clamp. 

Under careful asepsis the female piece 
' Fig. ZB) is inserted into the rectum be- 
f'lre the operation. The perineum is thor¬ 
oughly shaved beforehand in order to 
■^iiminate hair, which might interfere \^ith 
the introduction of the third piece and 



Fiff. 2.—^The two auxilian.' pieces are (4) a 
holder made up of heavj- steel wire, which serves 
to give firm support and to prevent rotation of 
the clamp when the bolt is being screwed into 
the male piece, and (D) the piece to be attached 
to the bolt in order to give more power in 
screwing the bolt into the male piece. 


•Mannfactarer, G. P. PiDer & Son, Philadelplii*- 
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especially when it is being screwed into 
position. The head of the female piece 
should be covered with a square piece of 
rubber dam lubricated with petrolatum or 
a similar lubricant, to prevent injury to 
the rectal mucosa during its introduction. 
The rubber dam is withdrawn as soon as 
the clamp is in place. Eventually a slight 
dilation of the anal canal may be neces¬ 
sary. 


With the bowel n'sected and the male 
piece introduced inid the proximal end 
of the bovnl, ;i i’iirse-s1 ring suture is 
passed around ilu' -^iiirni) of the rectum 
(Fig. The sinehes\hould pick up 
only about 2 mm i iu' intestine, lest 
0(1 much tissue he included in the clamp, 
the walls ot ihe, i. etum sliould be thor¬ 
oughly clcan.ed or ail tissue for a 

distance of 1 to 2 cm. >o that no fatty- 
tissue IS included -A-ithin ihe clamp. The 
purse-string sutuies should be kept loose 
to prevent the mucosa fium entering the 
opening of the female clamp; otherwise it 

introduce the male 
poition Redundant mucosa should be 
trimmed off, or three or four strings of 

in p ace and keep the opening of the 
mucosa" Th obstruction by th^ 

be kent taOtT oatgut should 

ept taut by the assistants wdiile the 

Once both portions of the damn nr. 
jnt should push the fe4le^;eo1\Ssi 

“odJcTKe”? 

Also, to facimate thf 

two pieces thp n! • f ^onnection of the 

clamrin Uh a 1 i ‘he 

reeled anteriorly. As soon 

■a placed within the othe, 

screws the thirri r.i • assistant 

of the male clOmn"wh?i ond 

his fingers placern-..^ ^ surgeon, with 
regulates the pressurJ?^!^^^ clamps, 

the bowel. Then end<? ^Pon 

-tal stump Should be^^Oo^/.TttO^om 


tact without pressure but must be kept 
in intimate contact. 

_ Approximating sutures in the fatty 
tissue around the area of anastomosis are 
desirable to afford stronger support of 
the anastomosed area. 

After completion of the anastomosis a 
Babcock sump drain is left in the pelvis 
and the peritoneum is closed above the 
line of anastomosis. 

The clamp is held in place by passing 
strings of gauze or similar material 
through openings provided for this pur¬ 
pose in the base of the female piece. The 
strings are fastened around the patient’s 
waist or to the adhesive tape of the ab¬ 
dominal dressing. 

Preoperative Management .—The usual 
preparation for a resection of the large 
bowel should be carried out, and no spe¬ 
cial care is necessary for the use of the 
clamp. Emphasis should be placed upon 
adequate cleansing of the bowel. 

Postoperative Care. — Postoperative 
care is along the line of that customap' 
for resection. Penicillin and streptomycin 
are indicated. A non-residue diet may be 
started on the third day, and care should 
be exercised to keep the clamp clean so 
that gases and feces can escape freely 
through the opening devised for this pur¬ 
pose. 

Beginning with the fourth or fifth post¬ 
operative day, the clamp is scre-\ved up 
progressively until complete crushing can 
be accomplished on the eighth or ninth 
day. Progressive clamping of the intestine 
eliminates bleeding by occluding befoie- 
hand the edges of the area to be sectione 


(Fig. 3T>). , „ 

Finally, the clamp can be_ removed on 
;he ninth or tenth day if it is comple e j 
oose. Care should be exercised to 
vithdrawing the clamp before it is oos > 
itherwise the intestinal wall may be oi • 
Should the clamp be 
ectal stump, a square piece of 
•er may be inserted between the c 
nrl n.riupnm. Pieces of gauze 


as well. , , ...Mf +0 

clamp was designed .and >,n 
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..-nnc of the area of anastomosis ten days after application 
Fig. 4._Macroscopic and microscopic s^tions ^ is well healed and fi™ with 

of the clamp. A, slight enlareement (X 1 diaphi.agmatic stenosis nor distortion as commonly 
little scar tissue formation. There is "|fi?„tion. X 200, of the area of anastomosis, 

seen with the suture method, u, 


position without much discomfort w 
the clamp is in place. In case of 
of the sphincters a long-acting oi -s 
anesthetic may be injected m o 
sphincters. j iThp 

Advantages of the Clamp Method. 
clamp method of anastomosis possess 


numerous advantages over the suture 
method: 

1. As very low anastomoses can be per¬ 
formed with the clamp, the blood supply 
of a shorter stump may be expected to be 
better than that of a longer one. 

2 As no sutures are required, t 












VOL. XVIII, NO. 2 

chances for proper healing of the anasto¬ 
mosis are greater. 

3. By the elimination of sutures, the 
complications caused by their presence are 
prevented. The walls of the intestine re¬ 
main intact in the absence of perfora¬ 
tions, which are inevitable with the suture 
method. As a consequence, leakage, with 
resulting infection, retraction and ste¬ 
nosis, can be prevented. 

4. Prevention of infection and distor¬ 
tion, as well as better coaptation of the 
edges in the line of anastomosis by the use 
of the clamp, may be expected to give bet¬ 
ter functional results; for instance, con¬ 
tinence and normal sensation. 

5. The anastomosis is easier to accom¬ 
plish and technically more accurate. The 
two pieces of the clamp—male and female 
—serve as leaders, bringing both ends into 
precise contact (Fig. SC). It goes without 
saying that some familiarity with the 
clamp is necessary, and perfect results 
should not be expected in the first few 
cases. Yet the instrument is so simple and 
the procedure so mechanical in execution 
that no particular skill is required. 

6. Because of its design, the clamp can 
be used for very low anastomosis, which 
permits the resection of a wide area below 
the lesion. The potentialities for radical 
operation, therefore, are not over¬ 
shadowed by economical excision of the 
bowel. This fact does not imply that the 
clamp should be used for carcinomas of 
the rectum located below the middle valve 
of Houston. This point has been empha¬ 
sized in other papers. 

7. Implantation of cancer cells in the 
line of anastomosis, as observed by Dukes* 
and by Gabriel,® is minimized with use of 
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the clamp. The cut edges of the intestine, 
where the cancer cells may be lodged, are 
removed later, when free cells are no 
.longer present. The dangerous area is re¬ 
moved, therefore, without inviting the 
hazard of new implants because the source 
has been eliminated. 

Experimental Work .—The present pre¬ 
liminary report is based upon work in 
3 dogs. The clamp has not yet been em¬ 
ployed clinically. The experimental results, 
however, have been most gratifying. Good 
healing, good function and absence of 
complications (retraction, infection or 
excessive scar tissue formation) were ob¬ 
served in the three. Substantiation was 
obtained in histologic sections (Fig. 4). 
It is significant that in these animals no 
special preoperative care was given other 
than the routine administration of de- 
worming pills. In 2 of the animals the in¬ 
testine was full of feces, but no difficulty 
was encountered from this source and i-o 
complications developed. In 1 anim.'I 
formed stools passed through the opening 
in the clamp. Neither hemorrhage nor 
abdominal distention was observed. 

Because of the difficulty in keeping the 
clamp in place in these animals, a daring 
experiment was projected. In 1 dog the 
clamp was completely tightened immedi¬ 
ately after the operation. The result was 
that it did not hold in place and the dog 
succumbed to peritonitis. This experiment 
lends emphasis to the well-known fact that 
biologic laws that govern the healing of 
wounds cannot be disregarded and that 
the clamp should never be completely 
closed until healing has advanced sufii- 
ciently to allow its maintenance and con¬ 
tinuation in the area of anastomosis. 


Fig. 3 .—Main steps in application of the clamp. A. the male part is introduced into the proximal 
end of the bowel after resection of the diseased intestine and is held by a purse-string suture. 
The edge of the bowel in its entire circumference is inverted into the space provided for it in 
the head of the clamp, as shown. B, a purse-string suture is placed in the rectal stump after 
the walls have been cleansed of fatty tissue. (This female piece is inserted into the rectum 
before the operation.) C, after the male piece is introduced into the female piece the purse-string 
suture in the distal segment is tied and the ends inverted as shown in the illustration. There 
is sufficient space in the head of the female piece to accommodate the invested edges of the rectal 
wail, provided they have been cleansed of fatty tissue before inversion. D, the last step is accomp¬ 
lished. Note the diaphragm formed by the intestinal edges divided by the jaws of the clamp. The 
illustration shows that there is no pressure upon the area of anastomosis. Healing is not im¬ 
paired, no holes are present in the intestinal walls, and the coaptation between the two ends is 
perfect because the clamp serves as a leader. The continuity of the bowel is well sealed by the 
clamp, permitting no escape of fecal material. 
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ADDENDUM 

The present preliminary report was 
ready for publication when a paper by 
Sugarbaker and Wiley, advocating the 
same idea, appeared in the November 
1951 issue of Surgery, Gynecology and 
Obstetrics. Although we have no desire to 
claim priority, we believe that this clamp 
was actually reported first when it was 
presented by one of us (I.S.) before the 
American Proctologic Society in July 
1951. Nevertheless, the appearance of the 
article bj’’ Sugarbaker and Wiley, though 
it gives us some twinges of regret for our 
tardiness in publication, bears witness to 
the worth of the clamp, because these 
authors accomplished gratifying results 
with its clinical application, whereas our 
work was limited to dogs. 

In the interest of completeness a com¬ 
parison of these two clamps should px'ove 
rewarding because, despite the similarity 
of the basic idea, there are fundamental 
differences in the mechanics of construc¬ 
tion which maj'' in time be of technical 
as well as clinical importance. 

In discussing these differences we are 
admittedly somewhat at a disadvantage, 
both because of the experimental nature 
of our work with the clamp and because 
of the type of animal employed. Dogs ai'e 
a handicap in this type of work, because 
they cannot be immobilized and it is there¬ 
fore impossible to hold the clamp firmly in 
place. Despite these handicaps, however, 
our results parallel those obtained clini¬ 
cally by Sugarbaker and Wiley. 

Features meriting discussion are as 
follows: 

1. When the lower portion of the Sugar¬ 
baker and Wiley clamp is slipped through 
the surgically opened rectum the rectum 
and anal canal are forced. Furthei’more, 
it is difficult to hold this clamp, because 
the portion by which it is grasped is in¬ 
adequate for the purpose. Insertion of our 
clamp is accomplished easily through the 
perineum, and all forcible maneuvers are 
thereby avoided. The needles in the Sugar¬ 
baker and Wiley clamp prevent insertion 
by this route. 


2. The ends of the intestine ai’e held 
firmer by the purse-string suture placed 
around the screw of our clamp than by 
the needles in the Sugarbaker and Wiley 
device. All the tension is placed upon such 
sutures, and the clamp has no function in 
holding the intestine. 

3. It would seem to be more difficult to 
find the right position for apposition of 
the two parts of the Sugarbaker and Wiley 
instrument, because the holes for the 
needles should be very small. Further¬ 
more, once the clamp is inserted within 
the intestine no grasping surface is avail¬ 
able. Pressure upon the intestine is in¬ 
evitable in carrying out the necessary 
maneuvers. 

It would seem to us that in this respect 
our clamp possesses preferable features. 
Instead of the use of needles to prevent the 
rotation of one portion of the clamp over 
the other, three grooves evenly spaced 
about the shaft are present in the male 
piece. Slight rotation of the male piece 
permits the pin in the female piece to 
drop quickly into one. of the grooves.' As 
the pin is located high, adequate space is 
provided to make possible the grasp on the 
stem screw, so that compression of the 
bowel ends against the heads of the clamp 
can be avoided or greatly minimized. 

4. No cutting surface is provided in the 
heads of the two pieces of the Sugai’baker 
and Wiley clamp, and therefore clean sec¬ 
tion of the bowel is impossible. Conse¬ 
quently, the area of necrosis is too exten¬ 
sive and eventually may extend beyond the 
area of healing. On the other hand, the 
screw sections of the Sugarbaker and 
Wiley clamp are shorter and safer, where¬ 
as ours has to be tightened more carefully 
and progressively in order to obtain throm¬ 
bosis of the vessels before the definitive 
cutting of the bowel. This is why we rec¬ 
ommend that our clamp be tightened one 
or two turns on the fourth or fifth day 
and the tightening repeated on subsequent 
days, so that by the eighth or ninth day 
screwing of the clamp will have been com¬ 
pleted. The clamp can be removed one or 
two days thereafter. 

5. Most important is this last feature. 
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The clamp devised by Sugarbaker and 
Wiley has a long stem which protrudes 
from the anus, incapacitating the patient 
for ten days by making movement in bed 
very difficult. During this period the pa¬ 
tient cannot sit up and as a consequence 
cannot leave the bed. We too encountered 
this obstacle, and it was several months 
before we found the answer. As is shown 
in Figure 3, the clamp has a third pietc 
or screw which fits into the female p<»rtKtn. 
The portion that lies outside tin ann- i- 
flat and lies against the perinoum. per¬ 
mitting the patient to move freeic m iml 
and even to sit down on tlu' Jamp Thi 
use of pillows or of an inflated i mihh i i mv 
allows the patient to maintain lie -juint' 
position for hours if neces,-,ir' >U-'ii»'i 
Furthermore, the bell-shap<'i[ p>>}te)ii <<t 
the lower end is a protection .leaiu'i iln 
possibility that the clamp ina. n- p.i'.h.d 
into the rectum. Holes in ^hi^^ cMem.jl 
portion of the clamp permii tlu- nl^« iIjop 
and tying of gauze strips, \\liicfi can be 
fastened to the adhesive tape ni' the ab¬ 
dominal dressing for greater tirmne.'^.s and 
security of the clamp. 

Obviously, the preceding discu.'«sinn i.'® in 
the main theoretical. It is not our purpo.se 
or intent to suggest that the clamp devised 
by Sugarbaker and Wiley has any specific 
drawbacks. Basically the idea in the two 
clamps is the same, and our analysis may 
represent merely our mental attitude to¬ 
ward the solution of the problems inherent 
in a device which is as yet incompletely 
worked out in principle and detail and 
which has been insufficiently tested in ac¬ 
tual use. 

Author*s Note: We wish to express here 
our sense of our great indebtedness to Dr. 
Morton J. Oppenheim, Professor and Head 
of the Department of Physiology, Temple 
University Hospital and Medical School, 
for the facilities of his service so gra¬ 
ciously extended us. 

SUMMARY 

The authors present a method of suture- 
less anastomosis of the rectum. Instead 
of sutures, a clamp devised by the authors 
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is used to hold the two ends of the intes¬ 
tine in coaptation until firm healing: has 
taken place. The technique is fully de¬ 
scribed. Although this paper is in the na¬ 
ture of a preliminary report, the authors 
are convinced that further experience with 
the method will justify its adoption. 

HESUMfi 

I,es auteurs presentent un precede 
il’ati.i.stomose du rectum qui ne requiert 
pas de suture.s. A la place des sutures, 
.HI pi e.seiiti' une pince inventee par eux 
qui til'll! le.s bouts de I'intestin en place 
iii-'Hi'.' < ic.itrisation complete. Meme si 
i.ipiii.rt n’est que preliminaire, les 
aiii.Hiis ."I clierchant leur precede esperent 
'|Ni .l'.aili..i experimentations confirment 
)* III tiierboiie. 

SUMARIO 

Its .iiitiiies apresontam um metodo de 
.iiiaMonio.se do reto sem sutura. Em vez 
lie Mitura, um clampe idealizado pelos au- 
tiHe.s e us.ido para segurar as duas extre- 
midadrs do inte.stino em coaptagao atd quo 
firme cicatrizagao tenha ocorrido. A tec- 
nica e inteiramente descrita. Ainda que 
cste artigo seja uma nota previa, os auto- 
rcs estao convencidos de que ulterior expe- 
riencia com o metodo justificara sua 
adop 5 ao. 

EESUMEN 

Se presenta un metodo de anastomosis 
rectal sin sutura. Se usa una pinza original 
dc los autores para mantener coaptados 
los dos cabos intestinales hasta que tenga 
lugar la cicatrizacion. Se describe la 
tecnica. Aun cuando este articulo puede 
considerarse como una comunicacion pre- 
liminar, los autores se encuentran con¬ 
vencidos de que la experiencia del metodo 
justificara su adopcion. 

ZUSAMMENFASSUNG 

Die Verfasser beschreiben eine Methode 
der nahtlosen Anastomose des Mastdarms. 
Anstatt der Naehte wird eine von den 
Verfassern angegebene Kiemme benuetzt. 
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um die beiden Enden des Darmes in An- 
naeherung zu halten, bis eine feste Heilung 
stattgefunden hat. Die Technik wird 
genau beschrieben. Der Inhalt der Arbeit 
entspricht im wesentlichen einem frue- 
heren Bericht. Die Verfasser sind der 
Ueberzeugung, dass weitere Erfahrungen 
die Anwendung der Methode rechtfertigen 
■\verden. 
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Fellowships Offered by Brazilian and Argentine Chapters 

Tlie Brazilian Chapter of the International College of Surgeons is offering 
three Fellowships annually to Argentine medical students. The following Fellow¬ 
ships are available: 

One Fellowship in Thoraeic Surgery in Rio de Janeiro, Sao Paulo or 

Santos. 

One Fellowship in Abdominal Surgery in Rio de Janeiro, Sao Paulo, 

Santos or Bahia. 

One Fellowship in a surgical specialty. Anesthesiology, Radiology, or 

Public Sanitation in Rio de Janeiro, Sao Paulo, or Santos. 

The Fellowships will consist of one or possibly two months’ training between 
April and November, inclusive. The recipients will receive complete maintenance 
and the sum of two thousand Cruzeiros. 

The officers of the Brazilian Chapter will advise the Argentine Chapter an¬ 
nually of the hospitals which will offer Fellowships. 

The Argentine Chapter will offer three scholarships to Brazilian medical 
students. 

The following Fellowships now being offered by the Brazilian Cliapter: 
Orthopedics and Traumatolog)' 

Hospital das Clinicas—Prof. Dr. Godov Moreira, Sao Paulo. 

Anesthesiology 

Hospital Central da Santa Casa de Miscricordla de Sao Paulo. Prof. Dr. 

Roberto Araujo. 

.\hdominal Surgen." 

Sanatorio Sao Lucas—Prof. Dr. Eurico Branco Ribeiro, Sao Paulo. 
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Renal Metastasis in Carcinoma of the Pancreas 

LOWRAIN E. McCREA, M.D., F.A.C.S., F.I.C.S., and 
SOLOMON KEESAL, M.D. 

PHILADELPHIA 


C arcinoma of the pancreas with 
metastasis to the upper part of the 
urinary tract is uncommon but not 
rare. Metastases may occur by local ex¬ 
tension or through the blood or lymph 
channels. Malignant lesions of the pan¬ 
creas are not uncommon and are fre¬ 
quently reported in the literature. There 
are few references in the literature to 
renal involvement in carcinoma of the 
pancreas. 

A survey of the aggregate autopsy rec¬ 
ords of the Philadelphia General Hospital 
from 1939 to 1951 inclusive revealed 230 
cases of tumor of the pancreas. Of these 
230 cases, there were 19 in which renal 
or upper ureteral metastasis or spread 
was demonstrated (see table). Direct ex¬ 
tension was apparent in some of the cases. 
In others, apparently metastasis took 
place by the lymphatic system or the blood 
stream. 

The anatomic position of the three por¬ 
tions of the pancreas, head, body and 
tail, is highly important in a consideration 
of metastasis to the upper part of the 
urinary tract. The head of the pancreas 
lies in the concave curve of the duodenum, 
in front of the common bile duct, the in¬ 
ferior vena cava, the left renal vein, the 
right crus of the diaphragm and the aorta. 
The body is in relation anteriorly with the 
ascending layer of the transverse meso¬ 
colon, the posterior wall of the stomach 
and the transverse colon; posteriorly it is 
in relation with the aorta, the splenic vein, 
the left kidney and the suprarenal capsule. 
The tail of the pancreas lies above the left 
kidney and in contact with the lower part 
of the inner surface of the spleen. Under 
normal circumstances the head of the 
pancreas has no contact on the right side 
with kidney substance. On the left side 
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the pancreas is in direct contact with the 
kidney throughout a broad transverse 
area. 

Histologically, there are three main 
forms of malignant tumor of the pan¬ 
creas. 

The first and most frequent type is a 
cylindrical cell adenocarcinoma, originat¬ 
ing from the duct system and consisting 
of irregular ductlike spaces lined with 
cuboidal or columnar cells, which may be 
in layers. Papillary projection into the 
lumens of the spaces may be present. The 
individual cells have a clearly defined mar¬ 
gin, a vesicular nucleus, and a single nucle¬ 
olus. When columnar cells predominate 
they show well-formed tubular spaces and 
dense fibrous stroma of the cuboidal cel! 
type. Small clusters or narrow strands of 
undifferentiated cells with multiple nuclei 
are scattered through the stroma, which 
is only moderately dense. Tumors of the 
cylindrical cell type are scirrhous, but 
when the stroma is scanty it may grossly 
resemble that of the medullary type. 

The second type, which is less common, 
presents a cell characteristic of the paren¬ 
chyma of the pancreas. Lobular masses 
of polyhedral or rounder cells, with poorly 
defined margins and large hyperchromic 
nuclei, are present. Nucleoli are incon¬ 
spicuous or absent. Well differentiated 
cells may resemble those of a pancreatic 
parenchyma, forming fairly regular rows 
of small rounded clusters and resembling 
pancreatic acini. Pleomorphism may be 
the rule. Because of the formation of 
spindle-shaped cells and bizarre large cells, 
with giant or multiple nuclei, this type 
of tumor may be difficult to distinguish 
from sarcoma. 

The third type is an islet cell tumor that 
produces insulin, giving rise to hyper- 
insulinism. It is encountered in approxi- 
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mately 1 of 50 cases of pancreatic tumor. 

Carcinoma of the pancreas may spread 
from one of two sources. It may metas¬ 
tasize from the head, or from the body 
and/or the tail. The peritoneum and the 
lymph nodes are readily involved. The 
spread of carcinoma from any portion of 
the pancreas is by direct extension into 
the neighboring tissues, or by way of the 
perineural spaces, the lymphatic or the 
blood channels, especially the veins. Direct 
and/or indirect extension by means of 
the blood channels occurs much more fre¬ 
quently in cases of carcinoma involving 
the body and tail. The liver is more mas¬ 
sively involved in association with cai*- 
cinoma of the body or tail than with carci¬ 
noma of the head. Spread of the tumor 
may be along the nerve sheaths, which 
may explain the deep-seated, gnawing ab¬ 
dominal pain, so commonly a clinical mani¬ 
festation. The posterior surface of the 
body of the pancreas lies directly on the 
celiac plexus. Immerging nerves are in¬ 
volved more readily in cases in which the 
carcinoma involves the body rather than 
the head or the tail. 

Tumors of the pancreas present varied 
symptoms. Many patients’ conditions have 
been considered psychosomatic because of 
numerous gastrointestinal complaints, such 
as constipation or change in bowel habits 
in the early phase of the disease. Anxiety 
and depression add to the psychosomatic 
picture. In many instances, exhaustive 
studies produce negative results. 

The three most common symptoms of 
carcinoma of the pancreas are pain, loss 
of weight and jaundice. 

Pain may be widespread and severe. 
Kattwinkel stated that pain is an impor¬ 
tant symptom of carcinoma involving the 
body of the pancreas and that 75 per cent 
of the patients have dull, boring and often 
severe pain in the back. The pain may be 
localized in the upper part of the abdo¬ 
men, either on the right or on the left 
side, and may or may not radiate through 
to the back. The pain is not related to 
eating, physical activity or bowel move¬ 
ment. It is aggravated, however, when 
the patient lies on his back. It is usually 


more intense at night. Pain, in Bartels’ 
opinion, is usually referred to the back 
and is a prominent symptom. 

Brapiewski expressed the opinion that 
some pain is explained by the progress of 
neoplastic invasion along the deep somatic 
fibers, the celiac plexus and the sympa¬ 
thetic nerve fibers. All of these neurologic 
pathways may be involved by their close 
proximity to the original lesion. 

Loss of weight is common, is usually 
gradual and is caused by extension of the 
disease process. 

Jaundice is the third common symptom 
and is of an obstructive type. The stools 
are acholuric or have a very low urobili- 
nogin content. The urine is heavily stained 
with bile. No urobilinogin is present. The 
Van den Bergh reaction is direct. 

The jaundice is usually explained by the 
compression of large bile ducts within the 
liver, either by intrahepatic tumor mod¬ 
ules or by extrahepatic masses of tumor 
tissue. 

In Brapiewski’s opinion, jaundice is 
present in approximately two-thirds of 
the cases and is due to the nearness of the 
lesion of the terminal portion of the com¬ 
mon bile duct. Secondary carcinoma of 
the liver and invasion of the lymph nodes 
that surround the extrahepatic duct may 
account for jaundice associated with car¬ 
cinoma of the tail of the pancreas. The 
jaundice is usually steady and progres¬ 
sive. However, this is not invariable, espe¬ 
cially with the ampullary types. Painless 
jaundice is present in only 20 per cent 
of the cases. 

Two other symptoms of major impor¬ 
tance that should be considered in the 
diagnosis of malignant tumors of the pan¬ 
creas are diabetes and ascites. 

Diabetes may be one of the earliest fac¬ 
tors in diagnosis. The pancreatic enzymes 
in the blood or in the duodenal contents 
will not be altered unless the ducts are 
obstructed or more than one-half of the 
gland is involved by the carcinomatous 
process. The serum amjdase level in the 
presence of carcinoma of the pancreas is 
usually higher than normal. Study of the 
amylase content of the urine is not helpful. 
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Roentgenogram showing a semicircular area of calcification opposite the 
first and second vertebrae. A, retrograde pyelogram showed abnormal 
calcific deposits in the upper portion of the left kidney, as well as dilata¬ 
tion of all calyces, especially the upper ones. The diagnosis was malignant 
tumor of the renal parenchyma. 


Lipase studies of the blood serum show 
elevation in about one-half of the cases. 
The elevated serum lipase or amylase level 
shows the tumor to be of pancreatic origin 
but does not specify the type. In one-half 
of the cases of pancreatic carcinoma there 
is a decreased enzyme content in the pan¬ 
creatic juices after stimulation by me- 
chloyl chloride. 

Ascites can be explained by peritoneal 
metastasis, by the obstruction of the portal 


venous system by intrinsic thrombi or by 
extrinsic pressure. Blood in the stool or 
hemotemesis may come from the stomach 
and intestines after ulceration of malig¬ 
nant implants; by portal vein engorge¬ 
ment, rupture of the veins at the lower 
end of the esophagus or the cardiac end 
of the stomach, or from the rectum. 

The ■ - ’le PTi’.., *•' vp- 
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vein. Enlargement of the spleen may be 
slight, especially if the growth is slow and 
if sufficient collateral circulation exists. 

The diagnosis of renal invasion or meta¬ 
stasis of carcinoma of the pancreas may 
be difficult. However, such an invasion 
should be considered in those instances 
in which the renal disturbance is not clear 
cut and in those in which the patients 
show symptoms suggestive of pancreatic 
disease. It is a well established fact that 
pancreatic disease may be well advanced 
and yet difficult to diagnose. 

In discussing carcinoma of the pan¬ 
creas, Ingelfinger has pointed out that it 
is difficult to diagnose this lesion, owing 
to the variability of the symptoms pro¬ 
duced. Diagnosis is more difficult ow¬ 
ing the inaccessibility of the pancreas 
to physical examination and the diffi¬ 
culty of roentgen study of the gland. He 
further stated that there is no avail¬ 
able, easy and reliable test for pancreatic 
function. Tumors of the body or tail of 
the pancreas interfere with no vital proc¬ 
ess. The patients usually die of inanition 
or metastasis. 

A palpable abdominal mass is rare, and 
when present usually indicates widespread 
involvement and matting. Such an obser¬ 
vation indicates inoperability. 

Duff expressed the opinion that the 
pathologic features of pancreatic carci¬ 
noma follow a definite pattern. The pan¬ 
creatic growth is usually a firm and some¬ 
what nodular mass. It is within the pan¬ 
creas. It may, however, not bulge on the 
surface of the organ. When the tumor 
occupies the tail of the pancreas there may 
be very little distortion of the general 
contour. If a tumor is located in the body, 
the tail is shrunken and indurated as a 
result of obstruction of the pancreatic 
duct. Larger tumor masses are formed 
by the gro^^'th of the neoplasm within the 
pancreas and by direct invasion of con¬ 
tiguous structures and the neighboring 
lymph nodes. This forms a mass of matted 
tumor tissue, much of which may be on the 
outside of the gland itself. It is usually 


scirrhous. It may, however, be of the 
medullary type and soft. 

Laboratory data are of some aid but are 
not pathognomonic. The laboratory exam¬ 
inations show that the stool contains an 
excess of fat or protein because of a block 
in the pancreatic ducts. The stools may be 
light-colored, greasy and bulky and four 
or five times the usual weight. This indi¬ 
cates steatorrhea, or creatorrhea. This 
type of fatty stool is seen in relatively 10 
per cent of the cases and indicates an 
advanced stage of the disease. An ele¬ 
vated dextrose, tolerance curve is shown 
in 20 per cent of the cases. 

When the lesion is small, the roentgen 
ray may not be of aid in establishing a 
diagnosis, as pressure may not be exerted 
on the luminal structures of the abdomen. 
In other cases the stomach may be dis¬ 
placed in an upward and ventral direc¬ 
tion. The descending limb of the duo¬ 
denum is displaced laterally, and the trans¬ 
verse portions of the duodenum and the 
colon are pushed downward. There is 
usually a large C-shaped duodenal loop, 
upon which many roentgenologists base 
their suspicion of neoplastic involvement 
of the pancreas. This interpretation is 
difficult to apply with patients of the hy¬ 
persthenic type. In these persons, since 
the stomach is usually stretched over the 
spine, high in the epigastrium, the entire 
abdominal loop has the appearance of 
enlargement. The pattern of the stomach 
and duodenal configurations may also be 
changed by small tumors. The reverse fig¬ 
ure 3 configuration in the duodenum is 
considered a diagnostic aid. Cholangio- 
graphic study with a T-tube in the com¬ 
mon duct may reveal the presence of car¬ 
cinoma of the pancreas by demonstration 
of a dilated common duct which is stopped 
abruptly at its distal extremity. The gall¬ 
bladder may be injected peritoneoscopi- 
cally. This will show the gallbladder to be 
enlarged and the biliary passages dilated, 
with obstruction at the common duct. 

The position of the pancreas against the 
posterior wall of the abdomen prevents 
massive extension in the posterior direc¬ 
tion. When the head of the pancreas is 
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involved, the lower end of the bile duct is 
usually surrounded and compressed by a 
mass of tumor tissue. Seldom is any struc¬ 
ture posterior to the pancreas invaded. 
The duodenum and transverse colon (the 
former surrounded on three sides and the 
latter covered in its proximal portion by 
peritoneum) are resistant to invasion and 
tend to block the advance of the malig¬ 
nant growth. Seldom is the lumen of the 
duodenum penetrated, though the wall 
may be invaded and the duodenum itself 
compressed. A primary tumor of the head 
of the pancreas, owing to adjacent ana¬ 
tomical structures, is almost confined to 
the pancreas and is usually relatively 
small. The head of the pancreas comes 
into contact with the peritoneum in one 
small area only, toward the lower margin 
of its anterior surface. Peritoneal spread 
is uncommon, as only in a few cases does 
tumor of the head of the pancreas reach 
this peritoneal area. 

Posterior spread of tumors of the body 
or tail of the pancreas is blocked by the 
left crest of the diaphragm, the left kid¬ 
ney, the left adrenal gland, and the spleen. 
The adrenal gland is occasionally invaded, 
but the capsule of the kidney and spleen 
are both resistant to the invasion, and 
these organs are seldom involved by direct 
extension. 

In the case herein reported there was 
direct extension to the left kidney, which 
is unusual. 

REPORT OF CASE 

M. S., an obese Negress aged 47, married, 
pregnant 8 times with 5 miscarriages, was 
admitted to the outpatient department on 
Oct. 21, 1942, complaining of pain radiating 
down the left leg and associated with pain 
in the left buttock on sitting. It was stated 
that during the six months prior to admission 
the patient had had an attack of pleurisy 
associated with chills and night sweats. There 
had been a slight increase in frequency of 
urination during the day and nocturia (maxi¬ 
mum 3 times). There was no history of 
dysuria or hematuria. A history of lumbago¬ 
like pains and occasional parietal headaches 
associated with vertigo and parasthesias was 
elicited. 


The patient had had the usual diseases of 
childhood. In adult life she had received 
“blood treatments in the hip and in the vein.” 
Physical examination gave negative results 
except for pain along the left sciatic nerve. 

The patient was hospitalized on November 
9, complaining of continued pain in the left 
leg and hip. Examination revealed a left sci¬ 
atica syndrome. The knee jerks were absent. 
Slight sensory changes were localized in the 
fourth and fifth lumbar nerve roots. Sero¬ 
logic tests gave negative results for syphilis. 
Roentgen study revealed arthritic changes in 
the dorsal and lumbar vertebrae. The patient 
was discharged, no specific diagnosis being 
made. She was readmitted on March 20, 1948, 
complaining of cramping pain in the abdomen 
associated with severe headaches and hyper¬ 
tension. Examination revealed the lungs to 
be normal. The heart was enlarged to the 
left. There was no abdominal tenderness, but 
a smooth firm mass was palpable in the left 
flank. Pelvic examination revealed the uterus 
to be slightly enlai'ged, with a possible right 
adnexal mass present. Rectal examination 
gave negative results. 

Laboratory Studies .— The hemoglobin level 
was 13 Gm. The urine was normal. A photo- 
fluorogram of the chest revealed no abnor¬ 
mality. The value for blood sugar was 19G 
mg. per hundred cubic centimeters. Phenol- 
sulfthalein was e.xcreted 85 per cent at the 
end of the first half hour. The value for 
serum protein was 7.8 mg., that for albumin 
4.2 mg., that for globulin 3.6 mg., that for 
basal ui*ea nitrogen 14 mg. and that for 
creatinine 1.7 mg. A roentgenogram of the 
dorsal and lumbar vertebrae showed a semi¬ 
circular area of calcification in the left lum¬ 
bar region, opposite the first and second 
lumbar vertebrae. This calcified area was 
thought to be in the kidney or in the sur¬ 
rounding vessels (see illustration). Confirma¬ 
tory urograms revealed the left renal shadow 
to be much enlarged, with irregular calcific 
areas in the upper portion of the kidney. 
Throughout the examination there was no 
evidence of dye in the left calyceal elements. 
The right side of the pelvis and the right 
ureter were considered normal. A left retro¬ 
grade pyelogram showed marked enlargement 
of the left kidney, with abnormal calcific de¬ 
posits in the upper portion. There was dilata¬ 
tion of all the calyces (especially the upper 
calyces), with a deformity that was thought 
to be characteristic of malignant disease of 
the renal parenchyma. There was no func¬ 
tion from this left side, as determined by the 
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Carcinoma of Pancreas with Upper Urinary Tract Involvement 


Case 

Number 

Type of Tumor 

Portion of 

Pancreas 

Involved 

Upper Urinary- Tract 
Involvement 

Urologic Significance 

1 

.Adenocarcinoma 

Bod3' and 
tail 

Growth adherent to liilum of left 
kidnej’' without infiltration 

None 

2 

Adenocarcinoma 

Head 

Right ureter (upper third) ob¬ 
structed by white masses; 
right hydronephrosis 

Right hydroureter and 
hj'dronephrosis 

3 

•Adenocarcinoma 

Tail 

Bilateral niiliaiy metastasis 
(renal) 

None 

4 

.Adenocarcinoma 

Head 

Numerous bilateral small renal 
secondary nodules 

None 

5 

.Adenocarcinoma 

Tail 

Small metastatic nodules in left 
kidney 

None 

0 

.Adenocarcinoma 

Head and 
tail 

Left kidney adherent but not in¬ 
filtrated bj' pancreatic mass 

None 

7 

.Adenocarcinoma 

Bodj’ and 
tail 

Upper left kidney held fast to but 
not infiltrated 

None 

s 

.Adenocarcinoma 

Bodj’ and 
tail 

Left renal capsule adherent to 
tumor mass; no infiltration 

None 

0 

.Adenocarcinoma 


Single small nodule in each kidney 

None 

10 

.Adenocarcinoma 

Head 

Large nodule in upper pole of right 
kidney; several subcapsular 
masses, left kidnej' 

No study made 

11 

.Adenocarcinoma 


iMiliarj' nodules in left kidnej' 

None 

12 

.Adenocarcinoma 


Left renal hilum compressed by 
contiguous pancreatic mass; left 
hj'dronephrosis 

Hydronephrosis by pj'elogram 

13 

Adenocarcinoma 


Bilateral capsular metastasis 
(miliarj') 

None 

11 

.Adenocarcinoma 

Head 

.Many small nodules in right kidnej' 

None 

15 

.Adenocarcinoma 


Infiltration of left kidney; riglit 
renal pelvis infiltrated bj' large 
white mass 

Possible resemblance to tumor 
of right renal pelvis 

16 

1 .Adenocarcinoma 


Small nodule at lower pole of left 
kidnej' 

None 

17 

.Adenocarcinoma 


Right renal pelvis invaded 

Resemblance to tumor to 
right pelvis 

IS 

.Adenocarcinoma 


Small nodules left kidnej' capsule 

None 

H> 

.Adenocarcinoma 


Slight capsular nodules 

None 

20 

.Adenocarcinoma 

Bodv and 
tail 

Infiltration of left kidnej' 

Possible renal parenchj'mal 
tumor 


p!K“iKi!<uIfth:iIein test. Nephrectomy was pei'- 
formed on April 11. 

Pc.ti.oUtyic Report .— Gross Dc.scriptioii: 
The capsule and the perinephric fat were 


thickened and indurated. The capsule was re¬ 
moved with difficulty. The external surface 
was light tan and smooth. At one pole there 
was a reddish-broivn adherent mass, which 
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appeared to be a blood clot. The cut surface 
revealed the parenchyma to be tannish white, 
with severe dilatation of the calyces, particu¬ 
larly in the region of the upper pole. The 
wall of the pelvis was thickened. Surround¬ 
ing the ureteropelvic junction was a thickened 
mass of white fibrotic tissue, which did not 
appear malignant. The weight of the kidney 
was 190 Gm. 

Microscopic Description: The tubules were 
filled with casts of polymorphonuclear leuko¬ 
cytes. The tissue between the tubules was 
heavily infiltrated with plasma and other 
chronic inflammatory cells. Many of the cellu¬ 
lar elements lining the tubules were laden 
with what was apparently bile pigment. There 
were some areas of congestion. At one site, 
against a background of chronically inflamed 
fatty tissue, were a number of islands of 
typical epithelial cells, definitely invasive and 
showing some attempt at gland formation. 
The nuclei of these cells were bizarre in shape 
and darkly stained. 

Diagnosis: The pathologic diagnosis was 
adenocarcinoma, primary site undetermined, 
with acute and chronic glomerular nephritis. 

Course. — Postoperatively the patient re¬ 
sponded well. 

Further Investigations .—In an effort to 
find the source of the malignant cells previ¬ 
ously described, further studies were made. 
A gastrointestinal roentgen series revealed 
an irregular, large duodenal cap, with no 
filling defects. The duodenal loop was nor¬ 
mally outlined. The mucosal pattern was nor¬ 
mal. The previously reported calcified area 
in the left upper quadrant was still present. 
The lung fields and the diaphragm were clear. 
The cardiac silhouette was normal. A survey 
film of the abdomen showed a mottled density 
of calcification, anterior and to the left of 
the lumbar spine, at about the second lumbar 
level. There was no metastatic change in the 
lumbar portion of the spine, the pelvis or the 
hip joints. A barium enema gave negative 
results. The roentgen diagnosis was residual 
calcium deposit in the upper left quadrant, 
which might represent calcification of a tumor 
involving the body or tail of the pancreas. 

Laboratory studies revealed the value for 
serum lipase to be 0.4 mg. and that for serum 
amylase 161 mg. Reaction to the cephalin 
flocculation test was 0; to thymol turbidity 
tests, 1 plus. The value for cholesterol was 
212; that for esters, 55 per cent. Dextrose 
tolerance tests resulted in values of 82, 113, 
131 and 135 mg. respectively. 


A repeated cephalin flocculation test gave 
negative results. The thymol turbidity re¬ 
action was 4.4. The result of the thymol 
flocculation test was negative for twenty-four 
hours. 

An exploratory operation was done on June 
24. A hard fixed mass with a smooth surface 
was noted. On the lateral and superior bor¬ 
ders the mass was so firmly fixed to the 
vertebral column that it was impossible to 
dissect it free. The mass was located in the 
left kidney area and attached to the pancreas. 
A biopsy was done. The diagnosis was adeno¬ 
carcinoma of the pancreas. 

There was little postoperative reaction to 
this procedure. After convalescence the pa¬ 
tient was discharged. 

SUMMARY 

A survey of the autopsy records of Phil¬ 
adelphia General Hospital from 1939 to 
1951 inclusive revealed 230 cases of pan¬ 
creatic tumor. Renal or upper ureteral 
metastasis or spread was demonstrated in 
19 instances. It has been shown that the 
left kidney is Involved more frequently 
than is the right. It has been further 
shown that metastasis may occur by ex¬ 
tension or by lymph drainage. 

A case is reported in which involvement 
of the left kidney occurred by extension. 

Conclusion .—Carcinoma of the pancreas 
with spread to the kidney or ureter is not 
rare. 

Owing to the anatomic position of the 
pancreas in relation to the left kidney, 
involvement is more frequently observed 
on that side than on the right. 

The case here reported demonstrates the 
futility of nephrectomy for carcinoma of 
the pancreas with metastasis or spread. 

SUMARIO y CONCLUSOES 

Uma revisao dos registros de autopsia 
do Philadelphia General Hospital de 1939 
a 1948, inclusive, revelou 157 casos de 
tumor pancreatico. Metasteses renais ou 
ureteraia altas ou disseminadas foram de- 
monstradas em 19 casos. Tern se demon- 
strado que o rim esquerdo e envolvido mais 
frequentemente que o direito. Foi ulterior- 
mente demonstrado que as metastases po- 
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dem ocorrer por extensao ou por drenagem 
linfatica. 

Um caso e relatado em que o compro- 
metimento do rim esquerdo ocorreu por 
extensao. 

0 carcinoma do pancreas com dissemi- 
nagao ao rim ou ureter nao e raro. Devido 
a posicao anatomica do pancreas em re- 
lacao ao rim esquerdo, o comprometimento 
e mais frequentemente observado naquele 
lado do que no direito. 0 caso aqui rela- 
todo demonstra a futilidade da nefrecto- 
mia por carcinoma do pancreas com me- 
tastases isoladas ou disseminadas. 

RESUMEN 

Una revision de los protocolos de 
autopsia del Hospital General de Filadel 
fia, de 1939 a 1948 inclusive, revelo 157 
casos de tumor pancreatico. En 19 se 
demostraron metastasis o invasion renal 
0 ureteral superior. Se ha demostrado 
que el rinon izquierdo se encuentra mas 
frecuentemente comprometido que el 
derecho. Ademas, que las metastasis 
pueden ocurrir por extension o por via 
linfatica. Se da a conocer un caso en que 
la complicacion renal izquierda tuvo lugar 
por extension. 

ZUSAM MENFASSUNG 

Eine Pruefung der Obduktionsberichte 
des Philadelphia General Hospital aus den 
Jahren 1939 bis 1948 ergibt 157 Faelle von 
Bauchspeichel druesengeschwuelsten. Me- 
tastasierung oder Ausbreitung in die Nie- 
ren oder in die oberen Harnleiter fand 
sich in 19 Faellen. Es hat sich gezeigt, 
da.^^s die linke Niere haeufiger befallen 
vird als die rechte. Ferner wurde festge- 
stellt. das die iMetastasierung durch direkte 
Ausbreitung oder auf dem Wege der 
Lymphbahnen erfolgen kann. 

Es wird ueber einen Fall berichtet, bei 


dem die linke Niere durch direkte Ausbrei¬ 
tung einbezogen war. 

Bauchspeicheldruesenkrebs mit Ausbrei¬ 
tung auf die Niere oder den Harnleiter ist 
nicht selten. Infolge der anatomischen 
Beziehungen der Bauchspeicheldruese zur 
linken Niere ist diese Haeufiger beteiligt 
als die rechte. Der hier beschriebene Fall 
zeigt die Nutzlosigkeit einer Nierenresek- 
tion in Faellen, wo ein Bauchspeicheldrue¬ 
senkrebs die Ursache der Metastase oder 
der Beteiligung der Niere ist. 

RESUME 

II y a 157 cas de tumeur du pancreas 
rapportes par la section d’anatomo-patho- 
logique de I’hopital general de Philadel- 
phie entre 1939 et 1948 inclusivement. 19 
cas presentaient des metastases renales 
ou de la portion superieure de I’uretere. 
Le rein gauche est plus frequemment 
envahi que le droit. La metastase se fait 
par extension directe ou par la voie lym- 
phatique. On rapporte un cas d’extension 
directe du rein gauche. 

Conclusion: Le cancer du pancreas avec 
metastase renale ou ureterite n’est pas une 
rarete. A cause du voisinage immediat du 
pancreas et du rein gauche, la metastase 
de ce cote se trouve plus souvent. La 
nephrectomie dans ces cas est inutile. 
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Treatment of Bursitis by Local Injection 
of Hydrocortisone Acetate 

EGMONT J. ORBACH, M.D,, F.I.C.S, 

KLW BRITAIN, CONNECTICUT 


U NTIL the advent of cortisone the 
results of treatment of painful bur¬ 
sitis were unsatisfactory. Novocaine 
infiltrations, nerve blocks, roentgen treat¬ 
ments, needling, etc., usually brought only 
short and temporary relief, frequently 
followed by periods of intense rebound 
pain. 

The throbbing, causalgia-like pain of 
bursitis, associated with muscular spasm 
and sometimes edema of the hand with 
hyperhidrosis, suggests a sympathetic 
component in the pathogenesis. In fact, 
blocking of the stellate ganglion^ or even 
temporary suppression of the inflamma¬ 
tory stimuli by infiltration of the bursal 
tissue itself with procaine hydrochloride 
has brought relief in a certain percentage 
of cases. Sympathetic irritation is caused 
by continuous afferent inflammatory im¬ 
pulses that constantly bombard the sym¬ 
pathetic centers in the spinal column over 
the routes of “internuncial neurons”, con¬ 
necting these sympathetic centers with 
each other (Lorente de No-). Interrup¬ 
tion of the reflex arc apparently produces 
temporary relief. 

Unfortunately, after cessation of the 
procaine effect a rebound pain reaction 
sets in, which frequently is more intense 
than the original pain. An antiphlogistic 
and not anesthetic drug with the ability 
to suppress the local inflammation on con¬ 
tact would be desirable. Cortisone and es¬ 
pecially hydrocortisone are such agents. 

Before hydrocortisone became available, 

I injected cortisone into acutely inflamed 
bursitis tissue, a procedure which was ef¬ 
fective in 12 of 13 cases* (Fig. 1, A and 
B). Because of frequent postinjection 
soreness it was abandoned in favor of 
hydrocortisone. 


Hydrocortisone acetate (Reichstein’s 
Substance M or Kendall's Compound F)^ 
has been isolated from the extracts of 
adrenal cortex and is probably one of the 
major secretory products of the normal 
adrenal glands. Its anti-inflammatory, 
anti-allergic and antifibroplastic effects 
are more profound than those of cortisone. 

In chemical structure hydrocortisone is 
differentiated from cortisone by its 
hydroxyl-group at position C 11, in place 
of the double-bonded oxygen possessed by 
cortisone* (Fig. 2, A and B). 

Like cortisone, hydrocortisone has been 
synthesized from a bile acid at the Re¬ 
search Laboratory of Merck & Co. by 
Wendler, Graber, Janes and Tishler. The 
latter hormone has been prepared for 
intra-articular injection as a suspension 
in a saline solution.* 

Inserting a filamentous copper-con- 
stantan thermocouple into the joint space, 
Hollander and his co-workers' made 
serial intra-articular temperature de¬ 
terminations before and after intra- 
articular injections of hydrocortisone and 
cortisone. They observed a profound drop 
of the intra-articular temperature after 
injection of hydrocortisone as compared 
with cortisone, which lowered the temper¬ 
ature only slightly. 

In this study hydrocortisone was used 
in 4 cases of acute subdeltoid bursitis, in 
1 case of acute ischiogluteal bursitis, in 2 
cases of chronic subdeltoid bursitis and 
in 1 case of chronic popliteal bursitis. 

REPORT OF CASES 

Case 1.—Mrs. E. C., aged 57, had been com¬ 
plaining of severe pain in the right shoulder 
for more than a week. Roentgenograms of 
the right shoulder showed a large calcium 
deposit, establishing a diagnosis of peritendi- 
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Fig. 1. — A, ti'eatment of acute subdeltoid bursitis by injection of cortisone. Condition before injection 
of 50 mg. of cortisone into the left subdeltoid bursa. Shoulder motion was restricted. B, treatment 
of acute subdeltoid bursitis by injection of cortisone. Full shoulder motion and complete relief 
from pain were obtained two days after the injection. Note the facial expression. 


nitis calcaria. The right arm could not be 
moved actively at all and passively only a few 
degrees, with great pain. On Feb. 8, 1952, 1 
cc. of hydrocortisone suspension was injected 
into the inflamed bursa after procainization. 
The next morning the right shoulder could be 
moved actively and passively without pain or 
effort. The patient did not complain of aggra¬ 
vation of pain after the injection. She has 
been free from pain up to the time of writing. 

Case 2.—Mr. A. P., aged 62, had been suf¬ 
fering from intolerable pain in the right arm 
for four days. The arm was completely locked 
in adduction; there was swelling and tender¬ 
ness in the region of the right greater tubercle. 
Roentgen investigation revealed a shadow be¬ 
low the acromion. Subacromial bursitis was 
present. The temperature was 99.4 F. On 
Feb. 8, 1952, 1 cc. of hydrocortisone suspen¬ 
sion was injected into the painful bursa. The 
next morning the pain disappeared completely 
and the arm could be moved actively and 
passively without difficulty. There was no 
postinjection pain (Fig. 3, A and B). 

Case 3.—]\Ir. J. H., aged 47, was disabled 
by severe pain in the region of the right but¬ 
tock for one week. The ai-ea about the right 
os ischii was extremely tender and swollen. 
On Feb. 26, 1952, 1 cc. of hydrocortisone sus¬ 
pension was injected into the painful tissue 
after procainization. The patient fainted, 
owing to an idiosyncrasy to procaine, and re¬ 
covered in the Trendclenberg position after 
fifteen minutes. On his return on February 
2s he reported that he had been free from 
ps.in the day after the injection. He refused 


a roentgen investigation. 

Case 4.—Mrs. C. M., aged 42, stated that 
she had had shoulder pain for six months and 
that she had not been able to sleep during the 
past three nights. On May 25, 1952, the left 
shoulder was observed to be in adduction. 
Only slight active movement was possible; 
passive movement up to the horizontal plane 
was possible but painful. Roentgen examina¬ 
tion revealed a large area of calcification be¬ 
low the acromion. One cc. of hydrocortisone 
suspension was injected into the painful bursa. 
On May 27 the pain decreased, and the arm 
could be moved somewhat better. On May 
29 there was full active and passive motion 
without pain. 

Case 5.—Mr. M. P., aged 49, was seen as 
an emergency patient on June 6, 1952, for 
agonizing pain in the left arm. Active and 
passive motion in the shoulder was 60 per 
cent decreased. The area about the greater 
tubercle appeared swollen and was tender. 
Roentgen investigation gave negative results. 
One cc. of hydrocortisone suspension was in¬ 
jected into the inflamed bursa. On June 8 
the patient was free from pain and able to 
move the arm in full range. 

Case 6.—Miss L. M., aged 19, asked medical 
advice for pain at the right knee of twelve 
weeks’ duration. The tissue medial to the 
biceps insertion appeared thickened and was 
tender on palpation. Roentgen examination 
of the knee joint gave negative results. A 
diagnosis of chronic popliteal bursitis was 
made. Hydrocortisone suspension, 1 cc., was 
injected into the thickened and painful area 
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after procaine infiltration as follows: March 
1, 1952; March 8; March 29; April 12, and 
April 26. Pain disappeared after the first two 
injections, recurred after the third and fourth 
injection, and finally was eliminated after the 
fifth injection. On Jlay 28 hardly any swell¬ 
ing: was noticeable. 

Case 7.—IMrs. A. N., aged 48, had had pain 
in the right shoulder for several years. The 
discomfort had become aggravated during the 
past two months and had disturbed the pa¬ 
tient’s sleep. 

There was free active and passive shoulder 
motion. There was circumscribed tenderness 
at the region of the right greater tubercle. 
A roentgenogram showed calcification below 
the acromion. On Slay 2, 1952, 1 cc. of hydro¬ 
cortisone suspension was injected into the 
tender area after procaine infiltration. On 
the following day the patient complained of 
increased soreness, which subsided after eight 
hours. On May 5 the patient was free from 
pain and was pleased to be able to move her 
shoulder without discomfort, which she had 
not been able to do for several years. 

Case 8.—Miss L. M., aged 23, had been 
complaining of pain in the right shoulder for 
five months. There was no restriction in either 
active or passive shoulder motion. Tenderness 
to palpation was obseiwed in the area of the 
greater tubercle. Roentgen examination 
showed a soft shadow about the greater tu¬ 
bercle. One cc. of hydrocortisone suspension 
was injected into the painful subacromial 


ORBACH. HYDROCORTISONE ACETATE FOR BURSITIS 

bursa on May 9, 1952. There was considerable 
soreness at the site of the injection on the 
next day, but on May 11 the patient was com- 
pletelj’ free from pain and was greatly sur¬ 
prised at such quick relief after so many 
months of discomfort. Up to the time of 
writing there has been no return of pain. 

CONCLUSIONS 

In 3 cases of acute bursitis the pain- 
relieving effect of locally injected hydro¬ 
cortisone was dramatic and sustained. 
OnJj' one injection was necessary to pro¬ 
duce gratifying results within twenty- 
four hours, and in a fourth and a fifth 
instance relief was obtained after forty- 
eight and seventy-two hours respectively. 
In 2 cases of chronic subdeltoid bursitis 
the patients were free from pain after 
forty-eight and seventy-two hours respec¬ 
tively. In 1 case of chronic popliteal bur¬ 
sitis it took fifty-seven days to relieve the 
patient completely. Wijh the e-xception of 
this case, in which 5 injections were re¬ 
quired, only one injection was given in 
each case in this series of 8. Not more 
than 1 cc. of the hydrocortisone suspen¬ 
sion was used for each injection. One cc. 
of the suspension contains 25 mg. of the 
hormone. 

Two patients noticed soreness a few 
hours after the injection. The 6 other 



(Cortisone. KcndAll's compound R) 



HYDROCORTONE' 

I 7-hydfoxycorticosteronc 
g fllydrocoriisonc, Kendall's compound I-j 


Fig. 2.—Chemical structure. 
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Fip. 3 (A.P.).— A, treatment of acute subdeltoid bursitis by injection of hydrocortisone. Needle 
inserted into the painful bursa and 1 cc. of hydrocortisone injected. The patient was unable to move 
his ripht shoulder joint. D, treatment of acute subdeltoid bursitis by injection of hydrocortisone. 
Condition twenty-four hours later. The patient was able to move his right shoulder freely and had 
complete relief from pain. Note the facial expression. 


patients did not have this complaint. It is 
possible that the postinjection soreness 
was an effect of procaine, this drug having 
been used to anesthesize the path of the 
needle. The usual abrupt cessation of pain 
after injection of hj'drocortisone pre¬ 
sented a great advantage over local cor¬ 
tisone injection, which frequently was fol¬ 
lowed by temporary but annoying post¬ 
injection discomfort-'’ 

It was shown in a previous study” that 
the acute states of bursitis responded more 
promptly to locally injected cortisone than 
did the chronic ones. The same was true 
of hydrocortisone. 

Hydrocortisone has been used as an in- 
tra-articular injection in cases of rheuma¬ 
toid arthritis and osteoarthritis. Hollander 
and his associates' observed “prompt re¬ 
lief of symptoms and signs from a few 
days to several weeks”. In my own series, 
consisting of 13 cases of osteoarthritis 
and 5 cases of rheumatoid arthritis, Hol¬ 
lander’s observation could be confirmed, 
although in my experience the results were 
not as dramatic as in the bursitis series. 
Suppression of intra-articular effusion 
could not be observed in every case. 

Local liydrocortisone injection is the 
therap\- of ihoice for bursitis, probably 
rendering the com eiit icnml methods obso¬ 
lete. Tin- tre.itnieiu economical; fre- 
iiuently onl\- oin ii.jection is necessary, 
:uui il'.e results are piadicta.oie. The hor¬ 


mone has to be accurately deposited into 
the inflamed bursa; it must not be diluted. 

SUMMARY 

Hydrocortisone was used as a local in¬ 
jection in 8 cases of bursitis, in 5 of which 
the condition was acute. The effect was 
prompt and sustained in every instance. 
With 1 exception, only one injection was 
necessary to abort the condition. 

Hydrocortisone, owing to its antiphlo¬ 
gistic effect at the tissue level, has proved 
itself to be a specific agent for the relief 
of bursitis. 

ZUSAM MENFASSUNG 

In acht Faellen von Schleimbeutelen- 
tzuendung, darunter feunf akute Faelle, 
gelangte Hydrokortison als lokale Ein- 
spritzung zur Anwendung. In alien Fael¬ 
len wurde ein unverzueglicher und nach- 
hal tiger Erfolg erzielt. Mit einer Aus- 
nahme genuegte eine einzige Einspritzung 
zur Beseitigung des Krankheitszustandes. 

Es hat sich gezeigt, dass Hydrokortison 
auf Grund seiner direkten antiphlogisti- 
schen Wirkung auf das Gewebe ein spezi- 
fisches Mittel zur Heilung der Schleimbeu- 
telentzuendung darstellt. 

SUMARIO 
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local em 8 cases de bursite, em 5 de quais 
a condi^ao era aguda. 0 efeito foi pronto 
e duradouro em todos os casos. Com uma 
exce^ao, somente uma injejao foi neces- 
sara para ab'artor a condijao. A hydro- 
cortisona, devido aos sens efeitos antifio- 
gisticos ao nivel dos tecidos, tern provado 
por si mesma ser uma terapeutica especi- 
fica para o alivio da bursite. 

RESUMEN 

Se uso hidrocortisona inyectada local- 
mente en 8 casos de bursitis en los que 5 
eran agudos. Se obtuvo efecto pronto y 
duradero en los mismos. Solamente fue 
necesaria una sola inyeccion para hacer 
abortar el estado patologico, con la ex- 
cepcion de un caso. Ademas del efecto 
antiflogistico local de la hidrocortisona se 
probo que obra como agente especifico 
para aliviar la bursitis. 

rSsumS 

Dans 8 cas de bursite, dont 5 etaient 
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aigus on s’est servi d'hydrocortisone en 
injection locale. Les effets furent prompts 
et definitifs dans tous les cas, sauf un 
cas, une seule injection a sufBe. L’hydro- 
cortisone par ses vertus antiphlogistiques, 
s’est averee un agent specifique dans le 
ti'aitement de la bursite. 
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To Fellows or Associates Interested in the Section on 
Occupational Surgery 

The Canadian and United States Chapters of the International College of 
Surgeons are planning a scientific section meeting on the afternoon of Wednesday, 
Sept. 3, 1952, in connection with tlic Seventeenth Annual Assembly at the Conrad 
Hilton Hotel in Chicago. This activity is a continuation of the interest that was 
shown in the September 2951 meeting. An e.xcellent scientific program will be 
given, with time for discussion of papers relating to occupational surgery. In all 
probability this meeting will he preceded by a luncheon. Details of tlie meeting, 
with the program, will be published later. 

If you are already a member of this Section, you will receive this notice in due 
time. If you are not a member, and are interested in becoming affiliated with this 
Section, please so indicate by n letter to the secretary. 

Chester C. Guy, M.D., F.A.C.S., F.I.C.S. 

Secretary of Section 
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Therapeutic Pituitary Inhibition by Steroids 

Treatment of Exophthalmos 
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WILLIAM F. WHITE, M.D. 

BUFFALO, NEAF YORK 


T he quantitative balance of the meta¬ 
bolic agents known as steroids has 
assumed great significance in the 
treatment of disease. Quantitative changes 
in endocrine balance reflect general sys¬ 
temic response to disease and trauma. 
Critical changes in hormone production 
are therefore of great importance in diag¬ 
nosis and treatment. Steroid imbalance 
may be of great significance. Until def¬ 
inite measures of the degree of this hor¬ 
monal imbalance are found, specific cor¬ 
rection of individual imbalances will i-e- 
main difficult and hormonal therapy will 
continue to give equivocal and contradic¬ 
tory results. 

Hormones of the sex glands and of the 
adrenal cortex belong to the group of 
chemical compounds known as steroids. It 
is probably more than coincidental that 
the most active carcinogenic agents are 
very similar chemically to these steroid 
hormones. In cases of cancer and certain 
other diseases new compounds Avith dif¬ 
ferent physiologic properties have been 
found. The secrets of life, of growth and 
of cancer are wrapped up within the liv¬ 
ing cell. The life processes, as manifested 
by the cell, are dependent upon chemical 
reactions. 

Steroids play a very prominent part in 
the normal functions of the body systems. 
They are essential components of the 
growth factors and are regulators of cellu¬ 
lar metabolism. No biologic system is sta¬ 
tionary. All are in a emistant state of flux. 
Every ]ihys!ologic funeti(ni is liased upon 
a >eries of chemical reactions which con¬ 
stitute intermc-iliary metalicH.-m. Each of 



these processes requires, for its inception 
and continuance, one or more of a large 
number of compounds known as catalysts 
or enzymes. For each type of reaction in 
intermediary metabolism there are specific 
participating enzymes or catalysts. 

The trace theory enunciated by Green' 
in 1941 postulated that any substances, 
minute amounts of which are essential in 
the diet, must be essential parts of some 
enzyme system; for example, cobalt in 
Vitamin B,;. Certain substances in larger 
quantities also enter into the activity of 
enzyme systems; for example, iron in 
hemoglobin and Vitamin C. 

The natural estrogens have the follow¬ 
ing advantages over the synthetic: they 
are better tolerated by the patient; give 
the patient a sense of well being, and have 
metabolic action not possessed by syn¬ 
thetic estrogens—storage of water, sodi¬ 
um, nitrogen, etc. The nitrogen stored is 
utilized to form muscle and other tissue, 
Avith a resultant increase in muscle 
strength and Avork capacity. Estradiol 
and testosterone specifically aid in the ad¬ 
dition of protein to the body tissues. The 
entire muscular system and the matrix of 
bone are sites of protein building, and 
.specific organs, such as the kidney, benefit 
from the anabolic action. Not all tissues 
benefit equally; for example, serum pro¬ 
teins are “disregarded” by the steroid hor¬ 
mones until other tissue needs haA^e been 
met. The oA’^erall effect of steroid hormone 
therapy is to make aAmilable the maximum 
leA’el of tissue protein that can be secured 
AA’ith a giA'en food intake. Once metabolic 
hormone treatment has been started, it 
should be continued Avithout interruption. 
When one hormone is no longer effectiA'e, 
it is sometimes Avorth Avhile to try another. 
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Clinical Application of Steroids. —Di¬ 
minished folliculoid production by the 
ovary, with its diminishing inhibitory ac¬ 
tion on the pituitary, results in increased 
production of gonadotropic, thyrotropic 
and lactogenic hormones. Conventional 
hormone therapy is substitution therapy, 
administered in an attempt to compensate 
for diminishing folliculoid production un¬ 
til the pituitary becomes adjusted to the 
diminished level of activity of the entire 
endocrine system. The effectiveness of the 
estrogens as inhibitory agents on the pi¬ 
tuitary has been demonstrated by Frank, 
Goldberger and Salmon.^ Variations in 
the amount of gonadotropic factor excret¬ 
ed in the urine during the menopause ap¬ 
pear during treatment with estrogen. Ad¬ 
ministration of 2,000 to 4,000 rat units of 
estrogen daily brings about, within one to 
ten days, almost complete absence of 
gonadotropic factor in the urine, and 
symptoms of the menopause disappear. 
Withdrawal of estrogen substances over a 
period of seven to fifteen days brings 
about recurrence of excessive amounts of 
excessive amounts of the gonadotropic fac¬ 
tor in the urine and causes menopausal 
symptoms. Administration and with¬ 
drawal of estrogens produce demonstrable 
microscopic changes in vaginal and endo¬ 
metrial epithelium. 

Klotz^ and Okie, Denee and Daley* em¬ 
ployed estrogen successfully in the treat¬ 
ment of malignant edematous exophthal¬ 
mos, obtaining results similar to those of 
pituitary irradiation. Natural as well as 
synthetic estrogens are capable of inhibit¬ 
ing pituitary activity. In the studies here 
cited estradiol and testosterone were used. 
Disadvantages of the synthetic estrogen 
are nausea, vomiting, abdominal cramp, 
migraine, bone marrow changes as evi¬ 
denced by cloudy swelling, congestion of 
kidney, liver and adrenals, especially after- 
large and prolonged dosage, and inhibition 
of succinodase activity of the adrenals, 
brain, pituitary, kidney and heart. 

The effectiveness of synthetic estrogens 
as pituitary inhibitors was demonstrated 
by Buu-H6i“ and Perrault” at the Radium 
Institute in Paris. They showed that 
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paraoxypropiophenone (H-365), having a 
chemical formula similar to that of stil- 
bestrol, has a therapeutic action basically 
the same as that of the natural and other 
synthetic estrogens. H-365 was admin¬ 
istered in the treatment of malignant 
chorioepithelioma with extensive metas- 
tases. Regression of this highly malignant 
tumor resulted. These investigators stress 
the fact that this drug has no direct cellu¬ 
lar effect and can act onlj- by hypophysial 
inhibition. They have treated more than 
300 patients with hyperfunction of the 
hypophysis or of the diencephalohypo- 
physial unit. This drug, natural estro¬ 
gens and other synthetic estrogens do not 
influence the production of the cortico- 
tropic factor of the pituitary. 

Toxic diffuse goiter responds favorably, 
and at times with spectacular results, to 
treatment with natural or synthetic estro¬ 
gens. 

McGavack* emphasized the fact that 
Graves’ disease, or exophthalmic goiter, 
appears in persons who have a constitu¬ 
tional inferiority involving the glands of 
internal secretion in association with a 
highly labile autonomic nervous system. 
An emotional or psychic insult, usually 
insufficient to affect the average person 
seriously, readily damages the already un¬ 
stable endocrine system of the susceptible 
person. 

Although iodine has some suppressive 
action on the preformed thyrotropin, in 
itself it appears inadequate. 

Thiouracils render the thyroid cells re¬ 
fractory to thyrotropin stimulation. Since 
they do not block the action of the pre¬ 
formed thyrotropin, they actually increase 
the supply of thyrotropin by reduction of 
the inactivated oxidized thyrotropin. 

Hertz® stated that the theories as to the 
etiology and genesis of the exophthalmos 
are abundant and speculative. Exophthal¬ 
mos may or may not appear with thyro¬ 
toxicosis. Indeed, it may appear or pro¬ 
gress after thyroidectomy, and in some 
cases may progress under the present-day 
conventional therapy. 

Present-day opinion forces the conclu¬ 
sion that Graves’ e.xophthalmic "”'tei:„is 
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the symptom complex of hyperactivity of 
the anterior pituitary gland. The charac¬ 
teristic feature of this clinical entity is 
excessive thyrotropin production with re¬ 
sultant excessive thyroid stimulation. The 
excessive thyroxin liberated, in addition 
to the vast amount of preformed thyro¬ 
tropin, gives rise to a picture of hyper¬ 
thyroidism complicated by overstimulation 
of the autonomic nervous system. 

The problem of pituitary suppression 
has been attacked by several groups. Ir¬ 
radiation of the pituitary has been re¬ 
ported in the literature. In our study of 
severe menopause, a chance observation as 
to the blood pressure and basal metabolism 
led us to apply massive doses of steroids 
as a means of pituitary suppression. The 
application of synthetic estrogens in the 
treatment of exophthalmos has been at¬ 
tempted with success by Buu-Hdi-"’ and his 
associates. Their observation has led us to 
apply and compare the merits of the nat¬ 
ural estrogen—estradiol'—'Versus the syn¬ 
thetic estrogen, namely, paraoxypropi- 
ophenone, referred to as H-365. 

REPORT OF CASES 

First Group: Treatment with H-365 

Case 1.—Mrs. H. J., a white woman aged 
43, complained of nervousness, loss of weight, 
weakness and tachycardia, with numerous 
extrasystoles. 

Physical Examination. — The eyes were 
watery, with slight photophobia. The thyroid 
was palpable and diffusely enlarged. The 
heart rate was rapid (130 per minute), with 
numerous extrasystoles. There was no pulse 
deficit. The hands were moist; a fine tremor 
was present. The time recorded for the leg 
extension test was forty-five seconds. 

September lOiG .—The patient was referred 
to the senior surgeon and was hospitalized. 
The basal metabolic rate was plus 40. The 
blood cholesterol level was 170. The blood and 
urine were normal. Thiouracil and iodine were 
given preoperatively. A subtotal thyroidecto¬ 
my was performed, and the patient made an 
uneventful recovery. She was discharged in 
ten days. Iodine was continued (2 minims 
four times a day i. 

February —Increased lacrimation and 
photophobia were obseiwed. On examination 
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bilateral proptosis of the eyeballs was noted. 
Definite lid lag was present. The heart rate 
was 90, with no extrasystoles. The patient 
was referred to the hospital. The basal meta¬ 
bolic rate was plus 2. Thiouracil and iodine 
were continued. Small doses of thyroid ex¬ 
tract were given, without response. Exoph¬ 
thalmos persisted. 

Jamiary 194S. — Medication was discon¬ 
tinued. Phenobarbitol, Vz gi*. three times a 
day, was given as a palliative measure. 

Jan. 1, 1951. —The patient was given 
H-365,* four tablets four times daily. Four¬ 
teen days after initiation of this medication, 
the lid lag measurements were rsduced fro-i 
7/16 to 3/16. General improvement was noted. 
Nervousness subsided, tremor disappeared, 
and the patient gained 12 pounds (5.4 Kg.). 
Medication was reduced to 1 tablet four times 
daily for seven days, after which a mainte¬ 
nance dose of 2 tablets was given daily. Lid 
lag was absent. Slight bulbar enlargement 
was observed. The eyegrounds were normal. 
The valve for blood cholesterol was 200 mg. 
per hundred cubic centimeters. The estimated 
improvement in the exophthalmos was 75 per 
cent. 

Case 2.—Mrs. E. C., a white woman aged 
32, complained chiefly of intense photophobia, 
excessive lacrimation, severe proptosis of 
both eyes and inability to close her eyes. She 
had been seen and treated by various physi¬ 
cians with Lugol’s solution, thiouracil, seda¬ 
tion and bed rest. She had lost 12 pounds 
(5.4 Kg.) in weight. She was emotional and 
irx'itable. 

Physical Examination. —The patient was 
restless and apprehensive, with severe ex¬ 
ophthalmos. Extreme photophobia to ordinary 
daylight was present. Lacrimation was ex¬ 
cessive and profuse. Ophthalmologic examina¬ 
tion without local anesthesia could not be done. 
Eye changes appeared in the lenses of the 
eyes, giving the appearance of small, numer¬ 
ous sandlike particles. The thyroid gland was 
not palpable. The heart rate was very rapid 
and regular. The blood pressure in milli¬ 
meters of mercury was 140 systolic and 80 dia¬ 
stolic. The time recorded for the leg exten¬ 
sion test was fifty-five seconds. 

Outpatient Treatment. —Eight tablets of 
H-365 were given daily for the first two weeks. 
The ophthalmologist reported some regression 
of the bulb. Lid lag had decreased 90 per cent. 
Lacrimation and photophobia were absent. 


•H-3C5, paroxypropriophenone, supplier! by c«urtt-?y ^ 
SeberinK Corporation, Pharmncouticala, BIoomfioKI, 
Jor50j'- 
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rhere was a gain in weight of 22 pounds (10 
ig.). Nen'ousness, apprehension and the 
mxiety state were gone 'J'he .^ense of weil- 
)eing was pronounced 1 tablet three 

:imes‘*a day, was ccntmiuni The estimated 
mprovement in the exophthalmos was 90 
>er cent. 

Case 3.—Mrs. G <: .♦ v)ii*e \'.oman aged 

i9, had been treated '>> .'.i. ivih for 

:he past twelve mont'i mi, pno'ophobia, 

ind profuse lacrimatI'll: tpp. !•-u’.. duct 


ritis. The chief c-r. . i ' were 

photophobia and p>"f - !•• i r •<. afore- 
Tientioned, together ■' i .o and 

OSS of 18 pounds t i' m > duked 
rritability, nervou . . r»re- 

lension and fear \\i - . ■ ‘‘er^ 


vas declared impo^'^i 'i 

Physical Examinut ■ 

;hin to emaciation and ■ ■ -‘•nd 

jmotional. Moderate pi^ ; • •» alK 

.vas present, as well a - ; • Tnc 

jyes were sensitive t' li,.' • *‘ac 

ivere markedly edemut' i- i *'••» '’a.*? 
profuse. The thyroid \ , • >. > The 

leart was enlarged down. i • C' the left; 
ihe heart rate was ICO aid iir> h -t regular. 
Copious amounts of swe..l ..nv i»o-cr.»:d ooz* 
ing out of the axillary fo^-a. The hanch; were 
moist and cold. The time recordt-d for f.he leg 
raising test was twentv-nmc .‘,eLund-. The 
pharyngeal reflex and the patella and ankle 
jerks were hyperactive. There was marked 
tremor of the hands. 

The patient was referred to the Mercy Hos¬ 
pital for study. The basal metabolic rate wa.s 
plus 20. The value for blood chlorides was 
370 mg., and that for blood cholesterol ICO 
mg., per hundred cubic centimeters. 

H-365, 2 tablets four times a day, wa.s be- 
Sun. The patient was examined two weelcs 
later. Photophobia and lacrimation had ceased. 
Nervousness and apprehension had 
peared; tremor of the hands had subsided; 
sweating was minimum. The patient had 
gained 6 pounds f2.7 Kg.; and ™ able to 
work daily. Lid lag was absent. The heart 
rate was 86. Eye change and conjunctivae 
were normal; the lens was normal m appear¬ 
ance. The estimated general improvement was 
100 per cent; recession of the exophthalmos. 


)0 per cent. j 

Case 4.—Mrs. S. K., a white woman aged 
!, was referred to the Surgical Semcc of 
ercy Hospital on June 5,1951* 

1 admission was "toxic thyroi wi 
ihthalmo.s.” The chief complaints were neij- 
isness and an increase in appeti e wi. 


gain in weight. Bulging of the eyes was ob- 
served, as.sociated with a rolling sensation and 
profuse lacrimation. The past history re¬ 
vealed numerous operations: appendectomy 
and oophroectomy in 1941, hysterectomy in 
1944, subtotal thyroidectomy in 1944 and 
cholecystectomy in 1950. 

Physical Examination .—The patient was ex¬ 
tremely apprehensive. The eyes were bulging. 
There was profuse lacrimation, as well as ex¬ 
treme photophobia and 4 plus lid lag. A small 
nodule in the area of the thyroid gland wa.s 
noted on the right side of the neck, about 1 
inch (2.5 cm.) above the transverse scar in 
the lower part of the neck. The nodule W’as 
hard and fixed. The heart wa.s normal and 
regular, with a rate of 120. 

The ery'throcjie count was 3,693,000 per 
cubic millimeter of blood; the leilkocytc count, 
5,600, with a normal differential count. The 
basal metabolic rate was plus 17. The patient 
was prepared for operation with sedation and 
500 cc- of v.-hole blood. After the transfusion 
the ery'throcyie count was 4,300,000 per cubic 
milliraeter. 

June 7, 1051 .—The adenoma was removed; 
the remaining small amount pi thyroid gland 
wa.s not disturbed. The pathologic diagnosis 
was profuse h>T>erplasia of the thyroid gland 
with very* little colloid. The postoperative 
course was uneventful. 

June 8, 1051. —H-365, 2 tablets four times 
a day, was given. Lacrimation and photopho¬ 
bia ceased on the third day. Hegre.ssion of the 
eyeball and decrease of lid lag were noted on 
the third day. The general condition was 
good, the nervousness gone. The patient was 
allowed to take tablets home. When she v.-as 
last seen the lid lag v.’as 2 plus, and medication 
was discontinued. The patient was euphoric, 
stating that she felt “nearly perfect.” She re¬ 
fused studies of the basal metabolism. Im¬ 
provement of the exophthalmos at the end of 
two weeks was estimated at 60 to 70 per cent. 

Second Group: Estradiol 

Case 1. —ilrs. H. G„ a white woman aged 
48, complained chiefly of dj'spnea on slight 
exertion, loss of weight, some pounding of 
the heart, sweating, irritability and emotional 
instability. The om-et had been gradual and 
progressive since September 1947. 

Physical Examination ^February 194S).— 
The patient appeared rather nervous and ap¬ 
prehensive and was crying. There v.*a5 some 
widening of the palpebral angles. The thyroid 
gland was enlarge^ with a dl'tinct noddle 
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the size of a cherry at the lower pole of the 
ri^ht'lobe!' The left lobe was palpable, smooth 
and distinctly enlarged. The heart rate was 
grossly irregular, being 160 at the apex and 
124 at the radial pulse—a deficit of 36 per 
minute. The heart was enlarged downward 
and to the left. The mean blood pressure read¬ 
ing in millimeters of mercury was 160 systolic 
and 80 diastolic. The liver and spleen were 
not palpable. There was 1 plus edema over the 
ankles and the lower third of the legs. The 
upper extremities exhibited a fine tremor on 
extension of the hands, with abduction and 
extension of the fingers. The palms were wet. 
Streaks of perspiration were present in the 
axilla and along the lateral walls of the thorax. 
The time recorded for the leg extension test 
was twenty-six seconds. All neurologic re¬ 
flexes were hyperactive. The patient’s weight 
was 128 pounds (58.1 ,Kg.). 

Both the erythrocyte and the leukocyte 
counts were normal. The value for cholesterol 
was 130 mg. The basal metabolic rate was 
plus 40. The patient was digitalized and kept 
on a maintenance dose. Three hundred mg. of 
propylthiouracil was given daily. 

April 1 .—Five mg. of Lugol’s solution was 
given and continued daily. At this time the 
palpebral angles appeared wider, and some 
bulging of the eyeballs was noted. The car¬ 
diac rhythm was regular, with no pulse deficit. 
The patient improved physically, regaining 22 
pounds (10 Kg.) during this period. 

August .—The patient presented definite 
signs of exophthalmos with lid lag, protrusion 
of the eyeballs, photophobia and excessive 
lacrimation. Two estradiol pellets, 25 mg. 
each,* were implanted into the anterior medial 
aspect of the right thigh, and 5 mg. of es¬ 
tradiol aqueous suspension** was injected into 
the buttocks. The basal metabolic rate on the 
following day was plus 10. 

Augjist 10 .—Photophobia and lacrimation 
had ceased; there was some reduction in the 
lid lag. Additional pellets of estradiol were 
implanted. 

.August 20 .—Protrusion of the eyeballs was 
less severe. 

September 1 .—There was slight remaining 
protrusion of the eyeballs. Lid lag was absent. 
Treatment with estradiol pellet implants 
every seven months was continued. The daily 
thicuiracil requirement has been maintained 

• r:<'n 2" n.^r p* r pelJct. supplier] throu;rh 

t. ** of the Schonn;: forporatiMn. Pharmaceuticals, 

i’’ * t.Jtr't'j. 

^ ••Pr’v’yr''n nQu*-*ju'* su'-ponsion estradiol 

* r-r. pt r c?.. thro’j'rh tho courtesy of the Schcrinf: 

^ -ati. Plnomfif-M. Now JrriCj*. 


at 100 mg. The patient continued to refuse 
surgical intervention. The general condition 
was markedly improved. The cardiac rhythm 
was normal. The body weight was 168 pounds 
(76.2 Kg.). 

Dec. 3, 1951 .—Improvement had been main¬ 
tained, with 90 per cent regression of the 
exophthalmos. 

Case 2.—Mrs. G. E., a white woman aged 
37, was first seen in October, 1947. The chief 
complaints wei'e severe tremors, excitability, 
nervousness and marked irritability. 

Physical Exavxination .—The patient was 
emotionally disturbed and restless, continually 
rubbing or wiping her hands and extremely 
ill at ease. The eyeballs protruded, and there 
was pronounced lid lag. She blinked con¬ 
stantly. The conjunctivae were reddened. 
Lacrimation was provoked by light. There was 
no demonstrable enlargement of the thyroid 
gland. The chest was of the asthenic type. 
There was moderate sweating in the axillary 
folds. The heart beat was very rapid—170 on 
auscultation. An extrasystole was heard after 
the twentieth to the twenty-fourth beat. The 
heart was normal to percussion. The blood 
pressure in millimeters of mercury was 130 
systolic and 64 diastolic. The abdomen wrs 
of the scaphoid type, with a minimum amount 
of fat in the subcutaneous tissue. The patient 
weighed 118 pounds (54.5 Kg.). She stated 
at this time that she had lost 30 pounds (13.G 
Kg.) in the past six months. The hands were 
moist and cold to the touch, and a fine ti’emor 
was noted. The patellar and ankle jerks were 
hj'pei-active. 

The patient was referred for psychiatric 
study. Shock ti’eatment was recommended and 
refused. 

December .—The physical and mental condi¬ 
tion of the patient was unchanged. Sedatives 
and hypnotics proved of no value. Psychiatric 
treatments wei-e again suggested, but the pa¬ 
tient refused. 

February 1950 .—At this time the chief com¬ 
plaints were centered on the ocular condition. 
Protrusion of the eyeballs was pi'onounced. 
The patient was unable to rest comfortably 
because of sevei’e irritation of the eyeballs. 
Lacrimation was constant. Eyeglasses, though 
changed twice in three months, gave no relief 
and did not improve the patient’s vision. She 
was referred to the hospital for a basal meta¬ 
bolic test, which showed a rate of plus 10. 
The value for blood cholesterol was 180 mg. 
per hundred cubic centimeters. The patient 
weighed 112 pounds 150.8 Kg.). Emotional 
instability and apprehension were quite evi- 
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dent. Stilbestrol, 1 mg., witli iilienobai-bital, 
^ ffn. four times a day, was admini.stered. 
Estradiol, 1 mg., wa.s injected intramuscularly 
Ihe patient was seen seven days later. She 
had noted quite an improvement in her physi¬ 
cal and mental status. Estradiol and stilhestnd 
were continued for three weeks, ai th.‘ end of 
which time she noticed less .sen.sitivii\ l«> li^hf 
and^ was able to sleep and there vas no 
lacrimation. Protrusion of the eyeb.dl-. ii.)\>- 
ever, was still evident thougrh >^001 -\lMt 
severe. Lid lag was present but tl <1 

March 15. —Fifty mg. of esti.idmi \., ir.i 
planted, and weekly injections of ■ -■> i.'i t i 
mg.) were continued. Stilbestiol .>t<' iir’ . 
barbital were discontinued. Gen< i.i -•! i ■< 
provement was noted. The eyebalN i .1 
about 50 per cent, and minimum lid l.-u w.. 
present. The vision improved. Thr M. n.ii 
tivae appeared normal. The patients i-.iin tji 
weight to the time of writing is ij [.ininds 
(2.7 Kg.). 

The patient is seen every ten day s Kstjadi..]. 

1 mg., is injected intramussularly. Pellets <d 
estradiol are implanted every four months. At 
the time of writing the patient ha.s gained 28 
pounds (12.7 Kg.), her weight being 140 
pounds (63.5 Kg,). Protru.sion of the eye¬ 
balls,^ although present, is not severe. Lid iag 
IS minimum. The patient is able to do her 
own work. Both physical and mental improve¬ 
ment are estimated at 100 per cent; regression 
of exophthalmos, at GO per cent. 

Case 3,—Mrs. S. C., a white woman aged 
44, was first seen in August 1948. The chief 
complaints were marked dyspnea on the slight¬ 
est exertion; severe nervousness, and the loss 
of 1C pounds (7.3 Kg.) in weight. 

Physical Examination .—Protrusion of the 
eyeballs was present, with no lid lag. There 
was visible and palpable generalized diffuse 
enlargement of the thyroid, the left side of 
which was enlarged to the size of a small hen’s 
egg. This enlargement was diffuse, with a 
groovelike depression palpable on the surface. 
The right lobe was palpable and smooth. The 
isthmus of the gland was easily palpable when 
the patient swallowed. Marked gross cardiac 
irregularity was present. The apical rate was 
160 and the radial pulse 138 (deficit 22 per 
minute). The heart was enlarged downward 
^nd to the left. No murmurs were heard. The 
abdomen revealed no ascites. The liver and 
spleen were not palpated. Varicose veins. 
Grade II, were present in the extremities. 

The patient refused hospitalization. Digi- 
toxin, 6 mg., was given the first day, followed 
by 1 mg. daily. The cardiac irregularity ceased 
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< luc louiui V71I Lnt: iiiira uay, propvl- 
thiouracil, 200 mg., was given daily. Medica¬ 
tion was continued to Sept. 16, 1950. Lugol’s 
solution was given daily. The patient was 
admitted to tlie hospital for thyroidectomy. 

Luboialoiij Do/a.—The basal metabolic rate 
«as plus 20. The electrocardiogram showed 
left iciitriciilar preponderance. No irregulai- 
it' v..i= noted Some effect of the digitalis was 
piesent On the day before operation, 3 gr. 
O* anivl.il everj eight hours was given for 

'•'■'Icitnin 

Ai .ip,. 1-411011 practically all of the left lobe 
V.. 1 S rrmoved The consistency was that of 
lolloid tis-iie The postoperative course was 
line loiiUul. .Old the patient was discharged on 
the ten'll ilav. Iodine and propylthiouracil 
wvie di-ioiitiiuiPd gradually over .a period of 
'|\ week-. Digitnxiii, 1 mg. daily, was con- 

liiiei d 


i. I'!',I .—The chief complaints at this 
lime were protru.sion of the eyeballs, lacrimii- 
tion ptiotopliohia, nervoiisnes.s, insomnia, ii- 
iit.ibilit.i and excessive sweating. Propyl¬ 
thiouracil and iodine treatment was instituted. 
There wa.s no effect on the ocular protrusion 
after four weeks’ therapy. Hypnotic.? were 
added to the list of medicaments. 

March—The chief complaints were photo¬ 
phobia, bulging eyebalks, lacrimation and a 
“dopy” state due to medication. Physical ex¬ 
amination revealed pronounced e.xophthalmos. 
Cardiac function was good. The patient had 
discontinued the use of digitoxin three weeks 
earlier. 

The scar was well healed. The right lobe 
was definitely larger and easier to palpate 
th.nn was the left. Cardiac function was regu¬ 
lar, but the rate was rapid. Intramuscular 
estradiol, 2 mg„ and 3 gr. of amytal were 
given every twelve hours. Estradiol therapy 
was given every two days for two weeks. Im-' 
provement was felt by the patient. She ivas 
able to rest better, and her nervousness and 
apprehension had diminished. Bulging of the 
eyes persisted; lacrimation and photophobia 
were markedly diminished. 

Avril i .—Two estradiol pellets, 25 mg. each, 
were implanted subcutaneously. 

April U .—The patient improved to the ex¬ 
tent that intramuscular injections of estradiol 
were discontinued. Hypnotics and sedatives 
were not needed. The eyeballs had receded 90 
per cent. Photophobia, lacrimation and sweat¬ 
ing had ceased. , / . 

August ts .—Two pellets of estradiol, 25 mg' 
each, were implanted. 

December IS. — ExorM' • 
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faintly suggested. There was no lid lag. The 
cardiac rate, although rapid (120), was regu¬ 
lar, with no evidence of decompensation. The 
right lobe was enlarged. The patient has re¬ 
fused any further surgical treatment but is 
willing to return for pellet implantation, if 
needed. 

Case 4.—The case of G. D., aged 53, with 
postoperative pituitary exophthalmos, has been 
reported (J. Internal. Coll. Surgeons 6:98, 
1951). 

Dec. 7, 1951 .—The patient continues work¬ 
ing. The exophthalmos has receded. There is 
no lacrimation or photophobia. Estradiol pel¬ 
lets, 25 mg. each, were implanted on Septem¬ 
ber 10. The clinical improvement is rated at 
100 per cent. 

COMMENT 

In this series of 8 cases of exophthalmos 
with or without thjwotoxicosis, in some 
which thyroidectomy had been done, the 
patients were treated in groups of four. 
Four were treated with the natural estro¬ 
gen estradiol, and the other 4 were treated 
with the synthetic estrogen paraosypro- 
piophenone (H-365). Adjunctive therapy 
was necessary until the hormone balance 
was restored. 

Our small series of cases of exophthal¬ 
mos indicates that synthetic or natural 
estrogens are indicated in the treatment 
of syndromes characterized by excessive 
production of thyrotropin and sometimes 
in cases of hypothyroidism, after too ex¬ 
tensive operations involving the thyroid 
or too prolonged administration of exces¬ 
sive antithyroid agents. 

Side effects from synthetic estrogen 
have not appeared in this series of cases. 
The synthetic estrogen is favored by the 
patients. Regression depends on continu¬ 
ous administration of the drug. Para- 
oxypropiophenone (H-365) brings about 
earlier regression of exophthalmos, and 
a slightly euphoric state is experienced by 
the individual. 

In the near future, perhaps, evaluation 
of the steroids, especially in their applica¬ 
tion to exophthalmos, may be undertaken 
by other groups. 

Our cxise reports confirm the observa¬ 
tion of Prof. Buu-Hoi. Although we have 


not encountered any patient in “thyroid 
crisis,” one wondei’s whether or not this 
drug would do away with that alarming 
syndrome. Symptomatic relief is dra¬ 
matic; subjectively the patient has mini¬ 
mum complaints. Objectively 60-100% 
improvement is seen in each patient. 
Steroids, natural and synthetic, are indi¬ 
cated in the therapj”- of thyi’oid exophthal¬ 
mos. 

SUMMARY 

1. The mechanism of pituitary inhi- 
tion by estradiol and synthetic estrogens, 
including paraoxj’^propiophenone (H-365), 
is discussed. 

2. Four cases of exophthalmos ■with 
and without thju’otoxicosis treated with 
estradiol are reported. 

3. Four cases of exophthalmos with 
and without thyrotoxicosis treated with 
paraoxypropriphenone (H-365) are re¬ 
ported. These case reports confirm the 
observations of Dr. Buu-Hoi and his co¬ 
workers. No side effects from the syn¬ 
thetic estrogens have developed in this 
series of cases. 

SUMARIO 

1. 0 mecanismo de inhibigao pituitaria 
pelo estradiol e estrogenos sinteticos, in- 
cluindo paraoxypropiophenona (H-365) e 
discutido. 

2. Quatro casos de exophtalmos com e 
sem thirotoxicose tratados com estradiol 
sao relatados. 

3. Quatro casos de exophtalmos com e 
sem thyrotoxicosis tratados com paraoxi- 
propiophenona (H-365) sao relatados. 0 
relatorio desses casos confirma as obser- 
vagoes do dr. Bun-Hoi e sens colabora- 
tores. Nenhuma agao paralela acidental 
dos estrogenos sinteticos se desenvolveu 
nesta serie de casos. 

RESUME 

1. L’auteur discute du mecanisme d’in- 
hibitions pituitaire par I’estradiol et les 
estrogenes synthetiques, 3 ’ compris le H- 
365 (para-ox 3 Tiropriophenone). 

2. L’auteur rapporte aussi 4 cas d’ex- 
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ophthalmie avec et sans poitre trailca par 
I’estradiol. 

3. 4 cas d’exophthalmie traites par le 
H-3G5 sont aussi rapportes. Cc.s cas con- 
firment les enonces du Dr. Buu-Hoi et de 
ses colleguese II n’y est aiicun efTet malcn- 
contreux de noter. 

ZUSAMMENFASSUNG 

1. Der Mechanismus der Unterdru<"’\' 
ung der Hypophysenfunktion durch Est) i- 
diol und synthetische Eierstockh.umo.-i.' 
einschliesslich des Paraoxypropioijlu n. i. 
(H-365) wird eroertert. 

2. Es werden vied Faelle von Ex»){*} - 
thalmus mit und ohne Thyreotoxiko. i 
berichtet, die mit Estradiol bchandclt \vu»- 
den. 

3. Es werden vier Faelle von Exoph- 
thalmus mit und ohne Thyreotoxikosc 
berichtet, die mit Paraoxypropiophenon 
(H-365) behandelt wurden. 

Die Verfasser beschreiben eine Methode- 
Beobachtungen Dr. Buu-Hois und seiner 
Mitarbeiter. In der vorliegenden Serie 
wurden keine Nebenwirkungen seitens des 
synthetischen Eierstockhormons bcobach- 
tet. 


RESUMEN 


1. Se discute cl mecanismo de la in- 
hibifidn pituitaria por el estradiol y los 
o'troeenos sinteticos, incluyendo para- 
oxipropiofeiuma (11-365). 

1 Sr fomunican cuatro cases de ex- 
< con y sin tirotoxicosis tratados 

t '>n ‘ d)-idio), 

3 Sc comunican cuatro casos de ex- 
(It.ihno^ con y sin tirotoxicosis tratados 
v‘>n panioxipropinfenona (H-365). Estos 
'Mw.s (orifi''ni<ni las observaciones del Dr, 
V su.s coJaboradore.s. En esta 
M'ln- do u'ao.s no ban tenido liigar efectos 
(onsoc (^Ivo^ a los estrogenos smteticos. 


REFERENCES 


1 P. E.: Adv. Enzyinol. 1:177, 1941. 

2 Flank. R. T.; Goldberger, M. A., and Sal¬ 
mon, U. J.' New York State J. Rfed. 36:I3G3, 
1930. 

.3. Klotz, H. P.: Ann. d'endocrinol. 9:184, 1018. 

4. Okio, M. V.; Denno, H. B., and Daloy, \V,: 
J. Internat. Coll. Surgeons, 16:98, 1961. 

5. Buu-IIoi, N. P., ct al,‘. Bull. Soc. Chim. 
Biol. 32:225, 1950. 

6. Pcrrault, M.: Press mdd. 58:1110, 1050. 

7. McGavack, T. H.: New York State J. Med, 
51:1729 (July 16) 1051. 

8. Heitz, J.: J. Internat. Coll. Surgeons 16:063, 

mi. 


For information pertaining to requirements for 
Qualified Fellowship, Assoeiate Membership or Junior Meniliership in the 

United States Chapter, International College of Surgeons 

please communicate with 
Dr. Karl A. Meyer, F.A.C.S., F.I.C.S. 

1516 Lake Shore Drive 
Chicago 10, Illinois 


171 



Surgical Correction of Prognathism 

SIDNEY K. WYNN, M.D., F.I.C.S. 

MIUVAUKEE, -WISCONSIN 


M andibular prognathism, com¬ 
monly known as lanternjaw, is an 
abnormal protrusion of the man¬ 
dible. It maj’- or may not be associated 
with underdevelopment of the superior 
maxilla. If the deformity is moderately 
severe, there is also malocclusion of the 
teeth. The lower teeth can be as much as 
1 to 2 cm. in advance of the upper teeth. 
The functional disturbances accompany¬ 
ing this deformity, such as poor mastica¬ 
tion and faulty phonation, may be as dis- 
tui'bing to the patient as the cosmetic de¬ 
fect, or more so. 

The condition may be congenital, de¬ 
velopmental, or secondary to endocrine 
disturbance as in cases of acromegaly. 

Since Blair first corrected prognathism 
in 1897 by removing a section of the body 
of the mandible anterior to the first molar 
on either side, more than a dozen authors 
have described various surgical proce¬ 
dures to correct this deformity. Blair’s 
operation was the basis for all osteotomies 
performed on the body of the mandible; 
however, his procedure still has the major 
drawback of the long bilateral subman¬ 
dibular scars unavoidablj’- produced by the 
surgical approach used therein. 

Every surgical approach to the problem 
of prognathism has advantages and dis¬ 
advantages, depending on the individual 
case. I prefer bilateral osteotomy through 
the ascending ramus between the foramen 
and the mandibular notch. The idea of 
this approach was first introduced by 
Babcock in 1909. Later the technic was 
modified by Kostecka with use of the Gigli 
saw, and finally it was further simplified 
by the addition of Blair’s full-curved 

t*. th,- I ifth Ar.nu:i! Mount Sinai Clinic 

V,. M.ay 17. lysi. 

>-I fcr rulljcation March *^3. 


suture carrier needle to introduce the 
saw. 

The surgical treatment of prognathism 
should be divided into three stages: (1) 
preoperative, (2) operative and (3) post¬ 
operative (“after-treatment”). To illus¬ 
trate this point, I should like to cite the 
case of M. L., an unmarried white woman 
aged 22, who was referred to me by her 
dentist for surgical correction. I first saw 
this patient on Feb. 24, 1951. Examination 
of the face revealed a typical prognathous 
lantern jaw deformity (Fig. 1, A and B). 
When the patient was asked to spread her 
lips and show her teeth (Fig. 1, C), it 
was obvious that occlusion was extremely 
poor and that the lower teeth overshot the 
upper teeth by at least 1 cm. The condi¬ 
tion of the teeth was poor; however, it 
was my opinion that the prognathism 
should be corrected before any attempt 
Avas made toAvard dental correction. The 
first step in preoperative preparation was 
manipulation of the denture cast. In Fig¬ 
ure 2 A it is obvious that the occlusion 
Avas “aAvay off.” It was a simple matter in 
this case (Fig. 2 C) merely to move the 
entire loAver jaw back so as to restore 
occlusion. 

A lateral preoperative roentgenogram 
(Fig. 3) further demonstrated the de¬ 
formity. It also ruled out any osseous 
pathologic condition and indicated the 
location of the mandibular notch and the 
foramen. 

On March 19 the patient AV'as prepared 
for the operation. Nasal endotracheal 
anesthesia Avas induced, after Avhich 
Jelenko arch bars Avere Avired to the teeth 
of the upper and loAver jaAVS, as part of 
the preoperative preparation. 

The face AA'as then given the usual 
sterile preparation, and the operation AA^as 
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Fig. 1 .—Ay preoperative anterior pholf>giap)i, H. iieht lateral pieoperative photograph; C, pre¬ 
operative photograph '•ho^ving malocclusion. 



Fie 2 (M Li —A preopevative position of denture casts. B, proposed postoperative position of 
*'* » *' denture casts, • 


performed bilaterally as follows: An in¬ 
cision 5 mm. long was made through the 
skin just below the ear lobe, approxi¬ 
mately 2 cm. below an imaginary line 
passing through the center of the external 


auditory meatus. Blair's needle was placed 
in the wound (Fig. 4 A), passed around 
the posterior border of the mandible and 
pushed forward, hugging the bone be¬ 
tween the median surface of the ramus 



JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


AUGUST. 1952 


f 


’" 1 . 



Fig. 3 (M. L.).—Pi-eoperative roentgenogram. 

and the internal pterygoid muscle and 
emerging through a stab wound in the 
cheek at the anterior border of the ramus. 
This approach, carefully carried out 


eliminated the danger of injury to the 
facial nerve, the inferior alveolar nerve 
and the internal maxillary artery. The 
oral cavity ivas not opened, and thus the 
fear of infection was minimal. A strong 
braided silk thread was run through the 
eye of the Blair needle and attached to a 
Gigli saw. The needle, silk and saw were 
then brought out through the first in¬ 
cision. This placed the saw in exact posi¬ 
tion for severance of the ramus (Fig. 
4 B) between the mandibular foramen 
and the mandibular notch. After sever¬ 
ance had been accomplished bilaterally, 
the body of the mandible was pushed back 
until satisfactory occlusion of the teeth 
Avas achieved (Fig. 6). The small stab 
wound incisions were sutured with no. 
5-0 plastic sutures. The teeth were held 
in occlusion by rubber traction between 
the lugs of the arch bars (Fig. 5 A). Ex- 
tubation was done when the patient 
awoke. 

Postoperatively, the patient was fed in¬ 
travenously for twenty-four hours, until 
all nausea had disappeared. She was then 
given a high caloric liquid diet fortified 
by liquid vitamins. A mouth wash was 
used at regular intervals to insure oral 
hygiene. Intramuscular penicillin (600,- 
000 units) was given daily for seven days 
to prevent infection. The patient left the 
hospital after one week and returned to 
Avork in a factory after tAvo Aveeks. 



Fi^. 4.—.4, photofrraph demonstrating position of Blair’s needle. B, photograph showing position 

of Gigli saw for severance of ramus. 
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Fip 5 (M. L.).—A, postoporativo of mu wrh o . 

teeth m good occlusion. D, posturH-».tii\c pho om.jph, 

mapli. Hirlit latotjti 



!• Illy- fij arch bai«, '•lio.v- 

.mli'iiuj Mfw (\ ptif-iopoiativc phuto- 


^ Her jaws were kept in occlusion for 
sight weeks, after which the arch bars 
were removed. There was both functional 
and cosmetic improvement, with correc¬ 
tion of occlusion (Fig. 5, B and C). 

The following 2 cases are similar; 

N.V.D., a white girl aged 15, had uni- 
lateral protrusion of the lower jaw simu¬ 
lating cross-bite. The preoperative photo¬ 
graphs show the mouth with the teeth 
exposed and the lips naturally closed (Fig, 
7, A and B), and the postoperative views 
^ow the same conditions (Fig. 7, C and 

B. F., presented a protrusion of the jaw 
(I^ig. 8, A, and B), with the lower teeth 
protruding in front of the upper Icelli 
at least 1 cm. Operation was performed, 
occlusion restored and the jaw pushed 
back into a normal position (Fig. 8, C 
and D). 

CONCLUSION 

In children up to the age of Id years, 
^ild to moderate prognathi.«m may be 
corrected by orthodontic measures. Se¬ 
vere prognathism, however, can'be eor- 
I'ected only by surgical intervention, wliieh 
should be attempted only after the patient 
i*eaches the age of 15. Osteotomy through 


the body of the mandible and, in tin 
author’s experience, gives superior i\ 
suits in patients with a sufficient number 
of teeth for the attachment of arch bars. 

CONCLUSION! 

Fine nll’eta di 14 anni si puo curare con 
nietodo ortodontico il prognatismo di gra- 


i. *' 
yr — 




FiK. r, r 
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do lieve o medio. I casi gravi di progna- 
tismo possono essere corretti solo con la 
cura chii'urgica, che si dovra tentare sol- 
tanto dopo i 15 anni di eta. L’osteotomia 
attraverso il ramo ascendente e piu sem- 
plice che attraverso il corpo della mandi- 
bola e, nella mia esperienza, da migliori 
risultati in pazienti con un numero di den- 
ti sufficiente per I’attacco degli archi. 

RESUMEN 

Puede tratarse un paciente mayor de 
14 anos de mediano o moderado progna- 
tismo por procedimiento quirurgico. Casos 
severos de prognatismo pueden corregirse 
solamente por la intervencion quirurgica, 
la que solo deberia intentarse despues de 
que el paciente haya llegado a los 15 anos 
de edad. La osteotomia a traves de la 
rama ascendente es mas simple que la 
osteotomia a traves del cuerpo de la man- 
dibula, habiendo dad al autor resultados 
superiores en pacientes con un numero 
suficiente de dientes para la fijacion de las 
barras del arco. 

SCHLUSSFOLGERUNG 

Kranke mit Prognathie geringen oder 
maessigen Grades koennen bis zum Alter 
von 14 Jahren mit orthodontischen Mass- 
nahmen behandelt werden. Schwere Faelle 
von Prognathie koennen nur durch chirux’- 
gische Eingi’iffe, die nicht vor dem 15. 
Lebensjahr versucht werden sollten, aus- 
geglichen werden. Die Osteotomie dui'ch 
den aufsteigenden Kieferast ist einfacher 
als die durch den Kieferkoerper und ergibt 
nach Erfahrung des Vei-fassei*s bessere 
Resultate bei Kranken, die eine genue- 
gende Anzahl von Zaehnen haben, die zur 
Verankerung der Stuetzboegen dienen 
koennen. 


RESUME 

Une correction orthodontique pour 
prognatisme peut se faire jusqu’a I’age 
de 14 ans. Toute correction chirurgicale 
pour prognatisme gi-ave ne doit se faire 
qu’apres I’age de 15 ans. Il est plus facile 
de pratiquer I’osteotomie de la branche 
ascendante que celle du mandibule. Ceci 
est base sur I’expei'ience de I’Aiiteur dans 
le but de conseiwer une quantite suffisante 
de dents. Ce qui est de beaucoup pre- 
fei'able comme effet cosmetique. 

SUMARIO E CONCLUSOES 

Ate a idade de qiiatorze anos, um 
paciente pode ser tratado de leve, ate 
moderado, prognatismo por medidas oi’to- 
donticas. Sevei'os casos de prognatismo 
podem ser corrigidos somente por inter- 
vengao ciriu'gica, a qual deve ser tentada 
somente depois que o paciente alcangar 
a idade de 15. A osteotomia do ramo 
ascendente e mais simples do que a osteo¬ 
tomia do corpo da mandibula e, em minha 
expei'iencia, da superiores resultados em 
pacientes com um suficiente numero de 
dentes para ligagao dos ai'cos. 
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Cosmetic Surgery of the Nose in Israel 

ERNEST AVOD^K, \1 !>. I- [ C.S 

TH WIV, ISRWJ. 


T his paper is a survey of the cosmetic 
corrections of the nose performed In 
myself during the last thirteen yenr> 
in Israel, and the problems cormecteii 
therewith. 

When I started my work in Pnie'^tme m 
1939, I was the first surgeon to de.d '-\'- 
tematically with plastic operation' J" 
this activity as pioneer I encouniend ('»n 
tain difficulties. I have discussed tin m 
more in detail in other papers.*'*• ' 

The number of nasal corrections 
formed by me in Israel in this period nn-' 
315. Up to the end of the English 
of 1948, 90 per cent of the patients came 
from the Jewish population, the remainmp 
10 per cent from the resident Arabs or 
from neighboring countries. Since the es¬ 
tablishment of Israel, no more foreign 
patients have come from the neighbor¬ 
hood, and the number of resident Arabs 
dropped sharply. 

Indications. —In Prague, Czechoslovak¬ 
ia. my former place of activity for more 
than twenty years, the prevalent indica¬ 
tions for rhinoplasty were social or pro¬ 
fessional. In those times, so far as the 
Jewish population was concerned, the ra¬ 
cial problem also belonged to this cate¬ 
gory. Social indications were of lesser im¬ 
portance in Israel, and rhinoplasty was 
sought more often for cosmetic reasons. 
In addition, the great number of noses 
disfigured by accident was of considerable 
importance. Among these traumatic de¬ 
formities were war injuries acquired in 
the second World War, as well as in the 
Jewish-Arab War in 1948. Racial reasons 
for nasal correction were met only rarely. 

The patients were about equally divided 
between the two sexes. 

Psychological Reaction Before and After 
CoiTection .—This question had other fea¬ 
tures here than in Europe: There it hap- 

Submitted for publication June 4, 1952. 


not infrequently that a patient, 
f'eii after it .suctes.^iful operation, was not 
the result and blamed the 
''lULM’-iii The leason was that many of 
tpi }iatieijts had some skillfullj'^ eon- 
ir.iifd nientai ilisturhince that could not 
.(]' avs lw. jii.proved nr lemoved bv such a 
pi.h-'i'it. L ni'f M'-nd thes(' important 
mi-c* ..M'T'UnK' in my mnjio- 
jLii.ii nil pH'. 1 " ba'if'.s f(.r facia! ])Ias 

ij. vi|r‘ } oi'i* Ui * ii'Miiesv-'ion tha' 

iti almnrma) psychnlnija- 

I'.n-tmiis Avi’i ' Its.s ent. 

.AN), Mth ri’orn Jesn tiorma! ]>n- 
Ucht.'^. ilisaereeal;!e dist iission-' aimip the 
re.sult tif the rlnnopiasty occur tod n.- e 
often ill Europe than here. Extreme . - 
serve in my promises to every patient rco 
have contributed to this difference. Nov - 
adays, before the operation, I describe to 
the patient frankly and, if possible, sev¬ 
eral timc.s, all possibilities, risks, dangers 
and pro.spects involved, with especial care 
to damp all exaggerated hopes or expecta¬ 
tions. This overdone optimism has been 
created by quacks, by irresponsible articles 
in newspapers and by analogous cinema 
films. If the patient is psychologically 
difficult or if I have to perform a more 
than usually complicated rhinoplasty in 
which some failure may occur, the patient 
is asked to sign a declaration beforehand, 
stating over his signature that his atten¬ 
tion has been drawn by me to all risks, 
possibilities and prospects of the intended 
operation and that he undertakes it on his 
own responsibility. The document also 
describes, of course, the improvements 
that may be expected according to my ex¬ 
perience. Without the patient’s signature 
I refuse to operate. This caution is ad¬ 
visable in this country, because the atti¬ 
tude of jurisprudence toward claims is 
not as well established by law as in Europe 
or the United States, according to my 
experience in Prague. Here in Israel we 
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Figr. 1.—Probably inherited hump nose. A, ti-aumatic twisted cartilagreneous nose before the opera 
tion, B, after the operation. All faults were simultaneously removed (sec text). 


have no exact laws covering such rare 
cases, and the decision rests, according to 
English law, with the judge concerned. 

Entirely aside from medical jurispru¬ 
dence, however, it is advisable for the sur¬ 
geon to be very reserved in his promises 
concerning the result to be expected. Oc¬ 
casionally a patient only imagines a de¬ 
formity of the nose or the face, and serious 
psychic disturbances develop, leading to 
disagreeable consequences. 

Hump Nose .—The number of hump 
noses operated on by me in Israel was 236, 
i.e.. 75 per cent of the 315 rhinoplasties. 
In this number some noses with smaller 
humps are also included. 

A few figures on the countries of origin 
of these hump noses are added, as far as 
I can ascertain them. The greatest num¬ 
ber—94. or 40 per cent—came from cen¬ 
tral or western Europe, especially from 
Germany. Austi'ia and Czechoslovakia. 
Seventy-five, or 35.S per cent, came from 


Poland; 23 (9.5 per cent) from Russia and 
the same number from the Near East. In 
21 cases (9 per cent) the country of origin 
was not determined. 

This small statistic confirms an observa¬ 
tion, already made long ago in Europe, 
that real hump noses are less frequent in 
Polish or even Russian Jews than in Jews 
from central Europe. This is true, of 
course, for congenital and inherited and 
not for traumatic reasons. 

To correct these hump noses I used, as 
most plastic surgeons do, the methods of 
my teacher, Joseph of Berlin. Although 
he created his famous methods more than 
fifty years ago, they are still valid today, 
except for some small, insignificant modi¬ 
fications as every experienced plastic stn’- 
geon develops them. It is sometimes in¬ 
teresting to read publications on nasal 
correction presenting so-called new meth¬ 
ods that were recommended by Joseph 
manj' years ago and have been used since 
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Fijr. 3 .—Hump nose in a mole patient. A, before 
columella-upper np an 



operative tieatment: B, after correction. The 
jle Is about 90 decrees. 


by his pupils all over the world. 

As was stressed originally by Joseph, 
nearly every hump nose, being too long 
after elimination of the hump, must after¬ 
ward be shortened. This shortening, ac¬ 
cording to Joseph, is done by excision of 
a triangular piece of the septal cartilage 
(quadrangularis) and a subsequent “or¬ 
thopedic” suture. For many years I con¬ 
tented myself with one such suture to fix 
the columella to the septum. Because the 
nose drops, after such shortening, nearly 
always 1 to 2 mm., Joseph recommended 
that the nose be shortened more than nec¬ 
essary to counteract this later droop. In 
spite of taking this rule to heart, it struck 
me in not a few cases that the nose 
dropped more than was desirable, which 
event required a second correction. After 
some fruitless trials to avoid this draw¬ 
back it occurred to me that this failure 
was possibly due to my using only one 


orthopedic suture. I therefore made two 
such sutures, and it seemed to me that the 
nose dropped less than before. 

The age of the patient has some influ¬ 
ence on the droop: in young patients with 
tight tissue in the region of the columella, 
the droop is less than in older persons with 
decreased elasticity. Therefore, in short¬ 
ening the nose, all these factors have to 
be taken into account. 

The question of simultaneous resection 
of the deviated septum is also important 
here. In many cases of hump nose and in 
all cases of twisted cartilaginous nose 
there is a deviation of the septum and very 
often a subluxatio septi in the extreme 
distal part. These deformities of the sep¬ 
tum have to be dealt with in the correction 
of the hump nose, especially in cases of 
trauma. If one performs the sep c- 

tion simultaneously with the h 
rection, one must envi t d 
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(1) sinking in of the nasal profile due to 
a too extensive resection of the quadrangu¬ 
lar cartilage and (2) a striking drop of 
the whole nose and/or an unsightly 
scarred retraction of the point. 

The first-mentioned fault can be avoid¬ 
ed by cautiously resecting the septal car¬ 
tilage toward the back of the nose in such 
a manner that a narrow strip of the quad¬ 
rangular cartilage—^parallel to the profile¬ 
line of the nose—remains for support of 
the nasal point. 

Avoidance of the second fault is more 
difficult in the region of the columella: 
If, when performing resection of the devi¬ 
ated septum, the surgeon takes away too 
much of the quadrangular cartilage in the 
direction of the columella, adding further 
to the loss of this cartillage a second tri¬ 
angular resection for shortening of the 
nose, the distal part of the cartilaginous 
nose may lose its support completely. It 


will drop down to its former position, thus 
annihilating the whole shortening, and, 
furthermore, the pull of the scar will draw 
the point of the nose toward the face 
(retracted point of the nose). This is a 
very unpleasant failure, which every plas¬ 
tic surgeon knows only too well. 

To avoid these difficulties, it has been 
recommended that two operations be per¬ 
formed, the first to resect the deviated 
septum and the second, after some months, 
to perform the nasal correction. This 
principle, sound as it is, has two con¬ 
siderable disadvantages: first, the neces¬ 
sity of two operations, in itself not agree¬ 
able for the patient, and second, the fact 
that reimplantation of the septal car¬ 
tilage, gained at the resection, is made 
more difficult. When the two operations 
are done simultaneously, I often reimplant 
the septal cartilage, gained at the resec¬ 
tion, in other parts of the nose (columella. 


A 



--—Hur;-.;! .. A. -• "nction: /?, after correction. Note the columella parallel to the 

r r.f th.- upi •, r lip. The an^Ie beUveen the columella and the upper lip is about 
Ififi ciejrrees. 
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above the point of the no.se in case of .slight .septum cartilage .starts 2 to 2.5 cm in¬ 
concavity of the profile here, etc). When side the no.se or even deeper. If, however 

two operations are performed, the septal the deviation begins immediately behind' 

cartilage gained must be preserved foi the columella^as oecur.s not infrequently 

later use, rendering its implantation more in cases of trauma—one must deliberate 

_ whether to operate twice or to leave a 

™y technic to avoid these difficulties strip of the deviated septal cartilage. This 

and to operate in a single procedure is as must be decided from case to case, always 

tollows: I make the first incision for the with consideration of the question of free 

ccptal resection farther inside the nose nasal breathing. 

than usual, e.g., about 2 to 2.5 cm. distant Another device to support the nose after 
irom the introitus nasi. There remains shortening is the following procedure- 

intact between the columella and the in- Starting from the day after the removal 

cision a large piece (strip) of quadrangu- of the sutures (seventh to ninth postopera- 

iw cartilage. From this big strip of car- tivc) I lead a narrow (0.75 cm.) stri of 

tilage one can easily resect the triangular plaster from the upper lip over' 

piece needed for shortening the no.se. The lumella and the point of the nose 

remaining strip is large enough for sup- as a bridge to the forehead, .wh 

pert of the point of the nose. fastened by another plaster 

This simple modification is especially plaster should be stretc 
useful when the real deformity of the point of the nose unti 
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like a clown. I advise the patient to use 
this device for about three weeks, espe¬ 
cially at night but also, if possible, during 
the day. It helps in the formation of a 
.stronger scar. 

Subluxatio septi, which appears always 
in the extreme distal part of the septum, 
will be eliminated, totally or almost 
totally, by triangular excision for the 
shortening of the nose. Since I began using 
this procedure I have encountered hardly 
one of the drawbacks mentioned. 

Fig. 1 illustrates a case of combined 
(probably inherited) hump nose and trau¬ 
matic twisted cartilaginous nose with a 
septal deviation. The nose was corrected 
in a single operation. 

Figs. 2, 3 and 4 are pictures taken be¬ 
fore and after the opei’ation. Here I should 
like to stress one cosmetically important 
fact: The proportion of the nasal shorten¬ 
ing depends to some degree upon the sex 
of the patient. In a male patient one should 
shorten the nose in .such a manner that 
the angle between the columella and the 
upper lip will be 90 degrees; never less, 
but sometimes a few degrees more. 

In the female patient the nose may be 
shortened somewhat more, until the angle 
is about 100 degrees. The cosmetic result 
will be best if the line of the columella 
goes parallel to the line of the mucocuta¬ 
neous border of the upper lip. 

In one male patient (Fig. 5) I .shortened 
the nose a little more than .usual because 
of the configuration of the forehead. Al¬ 
though the expression of his profile be¬ 
came a little effeminate as compared with 
the manly profile of the patient in Figure 
3, in my opinion the .shortening is not ex¬ 
aggerated. 

Among 23G hump noses and 16 noses 
that were too long thus (2.52 na.sal coi*- 
rections of this kind) I had to resect the 
deviated septum in 112 (45 per cent). 
This high number again proves the fact, 
so often stressed !)y ])!astic surgeons, that 
F.:'.-;;!! corrections should Ijo done exclu¬ 
sively by surgeons f;imili;ir with rhino- 
methe.cis. Other surgeons miiy, per- 
.'a-;''. :;!sn jiroduce a beautiful facade of 
never permiiUentiy re¬ 


store or maintain its correct function. 
Nor is the cooperation of the rhinologi- 
callj'^ unskilled plastic surgeon with the 
rhinologist adequate, in my opinion. The 
rhinologist without experience in plastic 
work can never judge the proportion of 
cartilage to be resected and/or the amount 
needed for reimplantation as well as can 
the experienced rhinoplastic surgeon him¬ 
self. 

Saddle Nose .—The number of true sad¬ 
dle noses operated on by me in Israel was 
16 (5 per cent). This number is relatively 
much smaller than it was in Europe, The 
same is true of ozena, which disease is 
much more frequent in Europe than here. 
In Israel ozena is rare and occurs chiefly 
in new immigrants. As a consequence of 
the secondary bone atrophy associated 
with ozena, the development of a saddle 
nose is not infrequent. Some of the saddle 
noses in Europe may be caused by this 
disease. The same is the case of saddle 
noses due to syphilis, also frequent in 
Europe and relatively rare in Israel’s Jew¬ 
ish population. 

For the correction of a saddle nose, 
many materials and methods have been 
recommended in the last decades. Not long 
ago, I tried to evaluate the different 
grafts’" on the basis of my experiences. 
Since then acrylin and other plastic mate¬ 
rials have been introduced for this purpose. 
I .shall say a few words later about these 
materials, according to my small experi¬ 
ence. 

Joseph used ivory, almost exclusively, 
for the correction of saddle noses. So did 
I, as his pupil, for about twenty years. 
But increasing experience .showed that 
ivory, much more often than is usually 
believed, is not tolerated and may be elim¬ 
inated as a foreign body even after many 
years. Sometimes this late expulsion has 
occurred without any known cause or 
after an insignificant trauma. Today 
ivory as heteroplastic material has been 
totally abandoned not only by myself but 
by other experienced plastic surgeons. 

The best implant is doubtless still the 
autogenous rib cartilage or cartilage from 
-'^ome other part of the patient’s body 
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Tiff. 6.~Hump nose. Hen 


columelia-uppei lip angle is somewhat more than 90 decrees within 
esthetic limits. A, before operative treatment; B, after correction. ^ 


the nose, the auricle, etc. Not a few pa¬ 
tients, however, object to the use of their 
own rib cartilage, first of all because they 
object to the second operation to gain thi.s 
cartilage. They are not totally unjustified; 

the pains in breathing- after 
6 nb operation, the relatively long in- 
capacity to work, etc. Therefore, I use for 
e correction of smaller defects, as far as 
possible, cartilage from the nose, gained 
rom. the patient himself or, if the quan- 
nth ’7'o^officient, cartilage from some 
her healthy person after septal resec- 
lon or correction of a hump nose. The 
■ t preserved in the cartilage 

ank and then implanted with good results 
under penicillin protection. The number 
“'Allures is negligible. 

Finally, I should mention the necro- 
artilage I implanted with good results in 
number of cases, according to the rec¬ 
ommendations of Iglauer^ and others, I 
0 so chiefly when no other cartilage was 
niy disposal. Even in the case of a 


striking traumatic saddle nose the im¬ 
planted necrocartilage healed after a slight 
inflammatory reaction (without penicillin, 
which was then not available) and has re¬ 
mained so for ten years, up to the time of 
writing (Fig. 6). 

In a few cases I tried the implantation 
of autogenous skin grafts, with good re¬ 
sults. Considering the small number of 
my cases, further tests are necessary. 

Sometimes the plastic surgeon is forced 
to implant autogenous and homogenous 
materials together when the mutual tolera¬ 
tion of the two is at least doubtful. I had 
a patient with a traumatic saddle nose in 
whose case another surgeon years before 
had implanted some heteroplastic mate¬ 
rial, the exact nature of which I could not 
ascertain. In spite of a good “take,” there 
remained a considerable saddle nose ef¬ 
fect, correction of which was requested 
by the patient (Fig. 7). I resected the 
traumatic deviated septum and success¬ 
fully implanted the bony and cartilagi- 
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Fip. (5.—Traumatic saddle rose resulting from a frontal blow. Corrected first by osteotomy to 
narrow the occa nasalia and second by implantation of necrocartilage. A, before treatment; n, 

after the operation. 


noiLs material so gained. The patient 
was at first satisfied with the improve¬ 
ment. but came back after half a year and 
asked for correction of the small remain¬ 
ing saddle. Because he refused to permit 
the use of his own rib cartilage, there tvas 
no other possibility than to use cartilage 
from another patient. This, however, 
would have been the third material used 
on this patient, and its implantation repre¬ 
sented. in my opinion, a serious risk. 
There was the possibility of an inflamma¬ 
tory reaction, with subsequent expulsion 
<if all the material implanted up to that 
time. But the patient, frankly informed 
a.bout the risks involved, accepted the re- 
spou-ibility and signed the aforementioned 
tirclara.tion. The implantation was for¬ 
te, ra.tvly eompleteti successfully. 

la-.tviy I ir.ive used acrylin in a few ctises 
t' r t!.'.- ciir.»-octiMri nf .-addle nnse.- and had 
• •- ri-u't' v.vll as failures. In some 


cases there were, of course, other factors; 
e.g., serious vitium cox’dis with grave dis¬ 
turbances of the circulation, which^ could 
have been responsible for the negative re¬ 
sult. I must, therefore, abstain from any 
judgment, especiall}’’ considering the very 
small number of patients so treated. It 
w'ould be advisable, in my opinion, to con¬ 
tinue trials with this material, becaii.se 
the local reaction after the use of acrylin 
seemed much weaker than that observed 
after the use of ivory. Perhaps penicillin 
protection was responsible for the milder 
reaction. 

For fixation of the implant on the spot 


I have used, in recent years, stents com¬ 
position. I thus succeeded in avoiding a 
shift of the implant, which was formerly 
frequent, especially when ivory was used. 
I used this stents composition also after 
osteotom.v in hump correction. By thi.s 
means the incidence of swelling’ of the 
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nose and the neighboring: areas, as well 
as that of the formation of hematoma, 
was decreased considerably. After correc¬ 
tion of the hump the stents remain about 
three days; in saddle noses, one or two 
days longer. 

As to the question of failures after nasal 
corrections in general: Not only does the 
surgeon learn from his setbacks, but, by 
publishing them, he warns others. In 1932 
I discussed this important theme in a 
special paper,'' and I still appreciate 
deeply every frank expression of other 
plastic surgeons on this topic, especially 
experienced ones (e.g.. Saffian’). 

Infections occurring after nasal correc¬ 
tion (osteotomy), which I discussed in mv 
aforementioned paper,'" disappeared al¬ 
most completely in every case as a result 
of penicillin protection. 

But there are other causes of failure 
that lie more in the technical field. For 


instance: After an apparently successful 
hump correction resulting in an unobjec¬ 
tionable straight profile immediately after 
the operation, there slowly appears after 
weeks or months a new unsightly hump, 
much smaller, of course, than before the 
opei-ation. The reason is that in removal 
of the hump a small part of the formerly 
prominent septal cartilage has been driven 
deep into the fissure between the ossa 
nasalia and has become enlarged after 
removal of the hump, the condition having 
escaped the surgeon’s attention. With the 
swelling gone and the tissue slackening, 
this piece of cartilage rises slowly and 
makes its appearance. It goes without say¬ 
ing that this fault has to be corrected. 'To 
avoid its occurrence, one must pay careful 
attention to this part of the cartilaginous 
septum. 

Sometimes, after correction of a hump 
nose, there develops an adhesion of the 



Fig. 7.—Traumatic saddle nose corrected with three different implants—heterogeneous material, 
autogenous bone and cartilage, and homogenous cartilage. A, profile before the operation; B, after 

the operation. 
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.skin on the back of the nose with its bony- 
base freshened after removal of the hump. 
This occurs after one or two weeks. This 
unsightly flaw may be avoided when the 
surgeon, as soon as he observes it, advises 
the patient to massage and shift this part 
of the skin energetically and in all direc¬ 
tions several times a day, for several 
minutes. In this manner I nearly always 
succeeded not only in avoiding the forma¬ 
tion of these adhesions, but in removing 
or considerably improving fresh adhesions 
already existing. 

Finally, the plastic surgeon will do well 
from the beginning not to attempt to cor¬ 
rect the smallest cosmetic deviations from 
the normal in every case, especially on 
the point of the nose. Thereby one not 
only prolongs every intervention, but runs 
the risk of unsatisfactory results, espe¬ 
cially in dealing with a thick, fleshy nasal 
point when this unesthetic form has been 
caused by the prominence of the lateral 
cartilage and hypertrophy of the soft tis¬ 
sues. Here the plastic surgeon should very 
carefully consider his procedure, chiefly 
as to whether and how much he should 
reduce this point. This reserve is espe¬ 
cially important in regard to the “intra- 
nasale Streifenexcision” of Joseph. This 
method—devised to reduce the point— 
even if carefully performed, not infre¬ 
quently causes distortion of the free edge 
of the ala. This unsightly fault can be 
improved only in a very complicated man¬ 
ner. Besides, the point of the nose often 
remains rather thick in spite of the re¬ 
moval of soft tissue. In ihe correction of 
these fleshy noses I have become very con¬ 
servative and have finally dropped Joseph’s 
method almost totally. As far as I know, 
other Euro])ean plastic surgeons have had 
the same experience. 

If the })oint of the nose must be reduced 
at any cost. I make an incision on the free 
iiire of the wing according to Joseph, 
uiuiermining from this incision the skin 
• v. r tl'.e jifiint of the nose and the lateral 
and (partly) medial crus of the alar car- 
t neces'^ary. also over the tri- 

arv.- di.r cartih.cc. After separating the 
. ig,. .; I exci-e much from the 


hypertrophic soft tissue as possible. If the 
aforementioned cartilage participates in 
the hypertrophy, I reduce it cautiously. 
In this procedure, however, careful atten¬ 
tion should be paid, in contradiction of 
Joseph’s method, to the intactness of the 
inner lining of the ala (skin and mucus). 
Only in this manner can the aforemen¬ 
tioned unsightly distortion of the free alar 
edge be avoided. I prefer the nose to re¬ 
main a little larger—of course, still within 
cosmetic boundaries—in this part of the 
point, than to endanger the whole result 
by too extensive plastic maneuvers. The 
same restrictions are advisable for all 
other phases of nasal correction. There¬ 
fore, my promises to the patient with a 
fleshy point of the nose are always very 
reserved. 

The same conservatism is valid for an¬ 
other phase of hump correction, namely, 
the shortening of the nose. It is advisable 
to remain always on the safe side in 
shortening, that is to say, not to shorten 
the nose too much. If the shortening 
should be inadequate it can easily be cor¬ 
rected later. If, however, the nose has 
been shortened too much, correction is 
rather difficult. The patient should al¬ 
ways know that the result of the rhino¬ 
plasty can be improved by a second (usu¬ 
ally minor) intervention if necessary. This 
knowledge will calm him if something goes 
wrong at the first correction. 

Frachires of the Nose .—The number of 
nasal fractures in the Israel series was 37, 
or 12.5 per cent. Here I speak of real 
bloody corrections and not of simple re¬ 
ductions of fresh fractures, of which I 
performed approximately 30. In a small 
study of nasal fractures during the Second 
World War*' I tried an analysis of such 
fractures. As to their mechanics, one must 
recognize those caused by violence from 
the outside which strikes the nose either 
frontally, laterally or both. To cause a 
fracture, a frontal blow mu.st be heavier 
than a lateral one, because it .strikes the 
pyramid of the nose on its highest point, 
thus distributing the impact tangentially 
to both sides. De.struction.s of the nose 
after a frontal blow, therefore, are gener- 
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ally more extensive than those observed 
after a lateral blow. This analysis is 
sometimes important in legally contested 
cases. 

Porticidars.—Fracture of the septal car¬ 
tilage, especially of the quadrangular 
cartilage: This causes deviation of the 
cartilaginous septum, with more or le.-s 
difficulty in breathing. This fault .should 
w “J'^®'=ted ns soon as possible with the 
Walsham septum forceps, with or without 
future of the fractured parts of the sep¬ 
tum. Packing should be maintained for 
one week to maintain the septum in th.- 
improved position. 

Fracture of the bone (os nasale, pror- 
^sus, frontalis maxillae or proce'^su.s 
inaxillaria of the frontal bone) ; If the 
mow IS lateral and unilateral one en- 
counters a fracture of the os nasale or the 
other aforementioned bones, with a con¬ 
siderable deformity. The septum and the 
other side pf the nose are unchanged. The 
treatment is endonasal reduction, the frac- 
™red part being pushed outside, and 
packing. If the fracture is bilateral the 
Whole nose is twisted to one side. The 
treatment is reduction of one side of the 
iractured nose from outside with the 
humps and the other from inside as afore- 
(pocking, stents composition), 
ft the blow is frontal it generally results 
jn a saddle nose (bony as well as cartilag- 
ous) sometimes called “boxer’s nose.” 
he treatment is reduction of the fracture 
oy endonasal elevation of the lowered 
ones and the septum. Packing is main¬ 
tained for one week. 

As. I have mentioned, I use stents com- ' 
position after reduction in the same man- 1 
er as after hump correction. The stents i 
*”.Ptace for four or five days and t 
moat, simultaneously, excessive swell- t 
>ng and ecchymosis. 

y this procedure I succeeded also in I 
considerable disfigurement. The c 
auction of such fresh fractures is possi- u 
c up to about twenty days after injury w 
n adults and in children even a few days 
ater. The date of reduction must be ft 

c osen very carefully, because of the dan- ci 

Ber of serious infection due to the injury. vt 
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Not infrequently there are also fractures 
Ot other hones, especially on the basis 

thr”f(‘r aayioaa injuries to 

the Vift f,s.sue Even on the slightest sus- 
P'non ot a tracture of the basis cranii 
cv.ry .Itteinpt at an immediate reduction 
■-nouid IV postponed. One must wait until 
t lo .■welling Ls gone and the extent of the 
Ii.iituie ha-; tu'en ascertained by roent- 
geiiociam-;, etc Here antibiotics and sulfa 
■II lit: ;ire ot help. 

ii immediate reduction of the fracture 
uimiot be performed in the aforemen- 
lone.l p,-nod oi about three weeks, cor- 
lertioii IS only possible at a later date by a 
.MUguieoiLs intervention —by osteotomy 
according to .loseph. However, this cor- 
lection .should not be performed earlier 
than .six months after the accident, to 
avoid the possible flare-up of a patent 
inlectioii. 

In most of my cases I was able to correct 
the deformity by an early reduction, some¬ 
times even in my office. Unfortunately 
not a few patients came too late for this 
reduction. The attending practitioner 
often opposed immediate reduction be¬ 
cause of the swelling. With many patients, 
therefore, the right moment was missed. 


SUMMARY 


The author surveys more than 315 cos¬ 
metic nasal operations performed by him¬ 
self during the last thirteen years of his 
activity in Israel. Whereas the indication 
for these corrections in his former place 
of activity (Prague) was more or less so¬ 
cial, in Israel the cosmetic side was em¬ 
phasized. Of course, there were also many 
nasal deformities due to trauma. The 
different psychologic reactions of the pa¬ 
tients are stressed. 

The number of corrected hump noses in 
Israel vyas 23G, i.e., 75 per cent of all nasal 
corrections performed. The author stiin- 
uses the methods of his teacher, Jg, 
with some minor modifications of’his o 

The dangers and risks that exist in H, 
ferent phases of the correction* are-di" 
cussed, as is their prevention; * ’ “ 

vent the droop of the point 
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after shortening, especially when reaction 
of the septum has been necessary; how to 
avoid the clangers of the “intranasale 
Streifenexcision” of Joseph, etc. Because 
resection of the septum was necessary in 
about 40 per cent of the cases of hump 
nose correction, it follows that only a 
lilastic surgeon familiar with rhinologic 
methods is competent to perform this kind 
of operation. 

For the correction of saddle nose the 
author uses, in addition to rib cartilage, 
which is preferred, autogenous cartilage 
from the patient’s nose, auricle, etc. Hump 
or septal cartilage from other healthy pa¬ 
tients may be used, and even necrocarti- 
lage can be successfully implanted. To fix 
the implant the author uses stents com¬ 
position, which also combats ecchymosis 
and swelling. 

In a special section the author discusses 
fractures of the nose, their analysis and 
their sanguieous or nonsanguieous reduc¬ 
tion. 

ZUSAMMENFASSUNC. 


Der ^’erfasser bespricht mehr als 315 
Faelle. an denen waehrend der letzten 13 
Jahre seiner Taetigkeit in Israel kosme- 
tische Operationen an der Nase ausge- 
fuehrt wurden. Waehrend am Orte seiner 
fruehren Taetigkeit (Prag) die Indika- 
tion zur Nasenkorrektur mehr oder we- 
niger sozialer Xatur war, lag in Israel 
der Schwerpunkt auf der kosmetischen 
Seite. Natuerlich befanden such unter 
soinem Krankheitsgut auch viele trauma- 
tisch enstandene Entstellungen. Der Ver- 
fas.<or bctont die verschiedenen psycholo- 
gisclien Reaktionen unter seinen Pa¬ 
tient eii. 

Die Zahl dor vom Verfasser in Israel 
knrrigicrten Ruckehiasen betrug 236, was 
T.-)': a.ller Facile von Xasenkorrektion 
»nt<i'ra.ch. Der Verfa.'^.'^er bedient sich 
v.<-A: iinmer der Methoclen seines Lehrers 
nut finigen geringen eigenen !\Iodi- 
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besproclien. Der Verfasser eroertert, wie, 
besonders wenn eine Septumresektion 
notwendig ist, das Herabsinken der Nasen- 
spitze nach der Verkuerzung vermieden 
wird, wie die Gefahren der Josephschen 
“intranasalen Streifenexzision” umgangen 
werden, usw. Aus der Tatsache, dass in 
etwa 40% der wegen einer Buckelnase 
operierten Kranken eine Septumresektion 
notwendig war, ergibt sich, dass nur die- 
jenigen kosmetischen Chirurgen, die mit 
rhinologischen Methoden vertraut siiid, 
solche Operationen auszufuehren in der 
Lage sind. 

Zur Korrektur der Sattelnase benuetzt 
der Verfasser neben Rippenknorpel, den 
er bevorzugt, Eigenknorpel von der Nase, 
dem Ohr, etc. des Patienten. Knorpel von 
Buckel Oder vom Septum anderer gesunder 
Personen kann ebenfalls verwendet wer¬ 
den.* Zur Befestigung des Implantats 
benuetzt der Verfasser ein plastisches 
Material (Stentsche Masse) von einer 
Zusammensetzung, die gleichzeitig ver 
Bekaempfung von Blutungen und Schwel- 
lungen dient. In einem besonderen Ab- 
satz eroertert der Verfasser Nasenbrueche, 
ihre diagnostische Auswertung und ihre 
blutige und unblutige Einrichtung. 

RESUMEN 

Se revisan mas de 315 casos de cirugia 
cosmetica de la nariz, operaciones efect- 
uadas por el autor durante los liltimos 
trece anos de su actividad en Israel. Se 
senala el especto cosmetico de estas cor- 
recciones en Israel, consideraiido que la 
indicacion de las mismas en su residencia 
anterior (Praga) fue mas o menos de 
cariicter social. Hubieron desde luego 
muchas deformidades nasales posttraii- 
maticas. Se consignan las diferentes re- 
acciones psicologicas de los pacientes. 

El numero de las correcciones efect- 
uadas en Israel fue de 236, el 75 por ciento 
del total. El autor utiliza todavia los 
metodo.=5 de su maestro .Joseph, con algnnas 
pequehas modificaciones personaies. Se 

•Ur.fi totrr Knorr^'^ s!ch rr.it 
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discuten los peligros y riesgos existentes 
en diferentes fases de la correccion y la 
manera de prevenirlos, habiendo sido 
necesario en aproximadamente el 40 por 
ciento de los pacientes operados de rinoeif- 
osis la reseccion del tabique, de donde se 
sigue que solamente un cirujano plastico 
familiarizado con metodos rinologicos 
esta capacitado para efectuar esta oper- 
acion. 

El autor prefiere el cartilage costal para 
la correccion de la nariz en silla de montar, 
pero lisa ademas cartilago nasal, auricular, 
etc. del propio paciente, pudiendo usarse 
cartilago procedente de otros pacientes 
sanos y aun necrocartilago. El autor usa 
para fijar una composicidn antiequimotica 
y antiflogistica. En seccion especial se 
discute analiticamente sobre las fractiiras 
nasales y su reduccidn cruenta o incruenta. 

SUMAEIO 

0 autor reve mais de 316 casos de cirur- 
gia cosmetica do nariz em que opera?6e.s 
foram executadas por ele durante os ulti- 
mos treze anos de sua atividade em Isi’ael. 
Emquanto que a indicagao para essas.co- 
rre^oes em seu primitivo lugar de ativi¬ 
dade (praga) foi mais ou menos social, 
em Israel a finalidade cosmetica foi prima- 
cial. Havia, naturalmente muitas deformi- 
dades nasals devidas a traumatismo. As 
diversa reajoes psicologicas dos pacientes 
foram realgadas. 

0 numero de narizes corcovados corri- 
gidos em Israel foi de 236, ou seja, 75 por 
cento de todas as con-egoes nasals execii- 
tadas. 0 autor ainda usa o metodo de seu 
professor Joseph, com algumas poucas 
modificagoes proprias. 

Os perigos e riscos que existem em di¬ 
ferentes fases da corregao sao discutidos, 
como tambem o meio de evital-os:—como 
prevenir a queda da ponta do nariz depois 
do endireitamento, especialmente quando 
a ressegao do septo tenba sido necessaria, 
como evitar os perigos da “Streifenexci- 
sao” intranasal de Joseph, etc. Devido ao 
fato de que a ressegao do septo tenba sido 
necessaria em cerca de 40 per cento de 
pacientes submetidos a corregao de nariz 


corcovado, segue-se que somente urn cirur- 
giao plastico familiarizado com metodos 
rinologicos seja competente para executar 
este tipci de operagiio. 

Para a corregao do nariz em sela o autor 
U.S.I adicionalmente as cartilagens costais, 
as ipiais sao preferiveis, cartilagens auto- 
genas do nariz do paciente, auricula, etc. 
Caitilagem corcovada ou septal de outros 
pacientes sadios podem ser usadas, bem 
como necrocartilagens que podem ser im- 
plaidadas com sucesso. Para fixar o 
enxerto o autor uso fios de uma compo- 
■sigao que tambem combate a equimose e o 
edema. Em secgao especial o autor discute 
fratiiras do nariz, sua analise e sua re- 
dugao sanguinolenta ou asanguinea. 

KESUMfi 

L’auteur passe en revue quelques 315 
cas de chirurgie plastique du nez operes 
par lui durant les 13 dernieres annees de 
sa pratique en Israel. Si les Indications 
operatoires pour ces corrections plastiques 
etaient plus ou moins d’ordre social dans 
le dernier milieu de sa pratique (Prague) 
en Israel elle le furent uniquement d’ordre 
plastique. II faut aussi compter les cas dus 
a des traumatismes. On dnumere les 
diverses reactions psychologiques des pa¬ 
tients. En Israel il a corrige 236 cas, soit 
75%, de nez bosse. L’auteur emploie 
toujours la methode de son maitre— 
Joseph—avec quelques modifications per- 
sonnelles. L’auteur enumere les dangers et 
les risques que Ton peut recontrer; com¬ 
ment on doit les eviter, surtout d’empecher 
le bout du nez de s’affaisser apres I’avoir 
raccourci, quand le septum a ete reseque, 
aussi le danger de la “Streifenexcision” 
intranasale de Joseph. Parce qu’il faut 
resequer le septum dans 40% des cas de 
nez bosses, seul un chirurgien plastique 
accoutume a la rhinologie ne doit s’at- 
taquer a ce genre d’operation. Pourcorri- 
ger le nez en selle, I’auteur emploie du 
cartilage costal, on peut se servir de 
cartilage pris ailleurs chez le patient, 
merae celui de cadavre pour corriger le 
nez bosse ourefaire le septum. L’auteur 
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discute aussi de fracture du nez et leur 
precede de reduction sanglante et non 
sanglante. 
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Partial Resection of the Anterior Thoracic Wall 
With Skin Flap Reconstruction 


JOAO B VIANNA M D , F T C S 

RIO DF I \M tRO 


R emoval of large tumors of the 
thoracic wall frequently results in 
such a loss of tissue that simple su- 
tuw of the edges of the wound will not 
suffice to close it. This occurs especially 
m cases of cancer of the breast recurring 
after radical mastectomy. 

One cannot expect a surgical cure of 
cancer so far advanced, but, when the 
local recurrence on the thoracic wall n, 
not associated with metastases elsewhere 
something should be done. The patient 
has a right to a palliative treatment that 


- .W Vt. tliai 

jnay carry her along comfortably for some 
time. 

Irradiation has not proved itself of 
much avail, especially when cartilage has 
heen invaded. Therefore only a wide re¬ 
section of the thoracic wall, sometimes 
including the pleura and even part of the 
lun^ offers any results at all worth while. 
* 1 . if removal of such large segments of 
the thoracic wall involves loss of tissue 
^1“.heeds immediate reparation. 

Pickrell, Baker and Collins' have used 
fascia for the deeper part of the wound 
end skin flaps for the surface. 

One would be inclined to suppose that 
he^ loss of bone and cartilage would cause 
serious disturbance in the thoracic cage, 
allowing herniation of the lung. This has 
generally not proved to be true. 

Since 1941, at the National Cancer 
Service (S.N.C.) and in my private prac¬ 
tice, I have operated on 9 patients in this 
category. 

All but 2 had recurrences from primary 
cancer of the breast. The 2 exceptions had 
primary breast cancer in which the tho¬ 
racic wall was already involved, although 

Surgical Department of the National Cancer 
Service R|o de Janeiro. 

ubmltted for publication May 10, 10S2. 


e no other metastases could be found At 
' to Haagensen, one 

• .'ihould not attempt to operate in such 
t cases; even so, the patient in Case 6 is 
In mg comfortably almost two years later 
' and the patient in Case 2 survived for 
more than three years. 

Tcdmic.—mth the patient supine on 
the operating table, the ulcerated surface 
ol the tumor is electrocoagulated with a 
large electrode to sterilize the lesion as far 
a.s pos.sible and to avoid further contam- 
iiii'tion of the pleura. 

The skin is incised around the tumor 
at least 4 cm. from its borders. Hemo¬ 
stasis is obtained by coagulating small 
vessels with the electrode. After this the 
underlying ribs, cartilages, intercostal 
muscles and sometimes a great part of the 
sternum are cut. Removal of the diseased 
part of the thoracic wall should be started 
near the sternum. The internal mammary 
vessels are ligated, and dissection of the 
pericardium and of the pleura (not always 
possible) performed, separating them 
from the inner surface of the thoracic 
wall. When the parietal pleura is invaded 
by the tumor it should also be resected 
together with the thoracic wall. ’ 

To close the wide gap left by the re¬ 
moval of the tumor I fashion a large 
skin flap either from the abdominal wall 
or from the opposite side of the anterior 
thoracic wall. For optimum nutrition, the 
skin flap should contain a good thickness 
of fat and even some muscular fibers in its 
pedicle. 

After the flap is fashioned according to 
the shape of the thoracic wound, it is slid 
over so as to cover completely the'ar^ o 
tissue loss and is sutured to its 
edges with fine silk sutures, pi 
each other so as to make good cl 
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Fig"- !•—-4, (Ca^ 2), closure of the wound with a skin flap taken from the opposite infraclavic- 
ular region. B, (Case 3), large ulcerated tumor due to recurrence of breast cancer after radical 

mastectomy. 


case the pleural cavity is entered, a cathe¬ 
ter should be left under the skin flap and 
gentle suction made while the anesthetist 
inflates the lung and the skin is com¬ 
pletely closed. 

I am now convinced that in these cases 
closed underwater drainage should be em- 
ploj’^ed for forty-eight hours after the op¬ 
eration. Unfortunately this was not done 
in m5’^ earlier cases, and pleuritis was a 
serious complication. 

In 2 cases the skin flap was not used; 
instead, the opposite breast was slid over 
to cover the gap in the thoracic wall. 

After the operation the pulse rate is 
usually high and the patient has slight 
dyspnea on exertion, especially when a 
large portion of the sternum has been 
removed. 

Heartbeats are readily noticed through 
the skin flap, and paradoxic movements 
are visible during breathing. 

In no case has necrosis of the skin flap 
developed. 

Dyspnea on e.xertion gradually disap¬ 
pears. and eventually the skin flap tough¬ 


ens, giving better protection to the tho¬ 
racic contents. 

A brief report is here given of each of 
my cases, the first 5 of which have been 
reported elsewhere.- 

REPORT OF CASES 

Case 1.—I. C. W., a 58-year-old white 
Brazilian woman, was admitted to the S. N. C. 
(National Cancer Service) on Oct. 9, 1941. 
She had a large cancer of the left breast. In 
spite of the fact that the tumor was fi.xed to 
the thoracic wall there were no axillar.v me- 
tastases, and no distant metastases were ob¬ 
served elsewhere. 

On October 24 a simple mastectomy was 
performed with the electric knife. Histologic 
examination showed the tumor to be a scjuam- 
ous cell carcinoma. 

Owing to invasion of the thoracic wall a 
second operation was performed on November 
29. This consisted of resection of the thoracic 
wall including a portion of the pleura. 

The wound was closed by a large skin tlaj) 
taken from the upper quadrants of the ab¬ 
dominal wall. 

After the operation pleurisy developed, re- 
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quiring drainage. The patient died on De- f 
cember 2, with widespread pulmonary me- 
tastases. 

Nowadays I would not operate on such 
a patient. Metastases to the lungs were 
not present on preoperative roentgen ex¬ 
amination but quickly developed after the 
operation. 

Case 2.—C. F., a white Brazilian woman 
aged 40, was admitted to the S, N. C. on Aug. 

12, 1947. She had been previously operated 
on elsewhere for cancer of the left breast, skin 
grafting being done afterwards. 

She had a recurrent cancer of the thoracic 
wall. Two tumors 2 cm. in diameter were 
present, one fixed to the middle of the left bor¬ 
der of the sternum and the other fixed to the 
second costal cartilage. 

Thoracic resection was done on September 
27. A large portion of the sternum and the 
second, third, fourth and fifth costal car¬ 
tilages were removed, with a piece of the 
pleura. The wound was closed with a skin 
flap taken from the opposite infraclavicular 
region (Fig. lA). 



Fig. 2.—Amount of tissue removed (a) from 
thoracic wall and (b) from lung. 



Fig. 3.—Patient after resection of the thoracic 
wall. The wound was closed with a skin flap taken 
from the abdomen. 


Convalescence was stormy, owing to pleurisy 
and pneumothorax, which were finally con¬ 
trolled. Histologic examination disclosed adeno¬ 
carcinoma Grade IV (Broders). 

The patient left the hospital on December 
12, but was readmitted several times after- 
wai'd for surgical removal of right and left 
supraclavicular and right axillary metastases, 
which were also irradiated. Later she was 
castrated. She was active and enjoyed rela¬ 
tively good health up to July 1950, when 
mediastinal metastases were discovered. 

Another course of roengen therapy relieved 
her once more for a while, but in September 
1950 generalized metastases developed. Her 
general condition began going downhill though 
she was still ambulant and doing her house¬ 
work. She died in October 1950. 

This patient, in spite of a Grade IV adeno¬ 
carcinoma, survived for over three years and 
during this time kept quite active. 

Case 3,—M. G. T., a dark, 49-year-old Bra¬ 
zilian woman, entered the S. N. C. on Dec. 30, 
1948. In 1945 she had undergone elsewhere 
a left radical mastectomy for cancer, after 
which she was given a course of roentgen 
treatment. Eight months after mastectomy 
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Fig:. 4. (Case 6).— A, ulcerated cancer of the breast invading thoracic wall. B, same patient after 
radical mastectomy and resection of thoracic wall. The wound was closed with a skin flap taken 

from the abdomen. 


she had a recurrence in the region of the scar. 
This was removed by the electric knife. Four 
other nodes recurred at more or less the same 
place and were removed by the electric knife, 
and after this another course of roentgen 
treatment was given. 

When I first saw her (Dec. 30, 1948) the 
left breast w’as absent, and in its place was a 
linear scar due to operation and an ulcerated 
tumor measuring 13 cm. in diameter (Fig. IB). 
It extended from the third interspace 
down to the sixth costal cartilage. The great 
pectoral muscle was absent. Palpation re¬ 
vealed no glandular metastases in the axillarj’- 
or in the supraclavicular region. Roentgen 
examination showed no metastases to the lung. 

Operation was performed on Jan. 7, 1948. 
The left anterior thoracic wall was widely 
resected, with removal of the fourth, fifth, 
.‘sixth and seventh costal cartilages and seg¬ 
ments of the corresponding ribs CFig. 2). 
The pleural cavity was entered, and a portion 
of the parietal pleura and a piece of the lung 
were removed. The area of tissue loss from 
the thoracic wall was closed by sliding over 
it a wide skin flap from the upper abdominal 


quadrants (Fig. 3). Convalescence was stormy 
owing to infection of the left pleura! cavity, 
which later required drainage. In spite of this, 
the patient’s genei'al condition started going 
downhill and she died on July 26. Autopsy 
showed a large collection of pus under the 
base of the left lung, which was partially col¬ 
lapsed and adherent to the anterior thoracic 
wall. There were no signs of metastases. 

Undei'water drainage at the time of the 
operation might have prevented the wide in¬ 
fection of the pleural cavity. 

Case 4.—I. L., a white Brazilian woman 
aged 47, was readmitted to the S. N. C. on 
Sept. 2, 1948. Ten months earlier she had 
been subjected to radical right mastectomy 
for a Grade III carcinoma. 

There was an ulcerated tumor 7 cm. in 
diameter over the medial third of the mastec¬ 
tomy scar. Biopsy showed it to be a Grade 
III carcinoma. There were no palpable glands 
in the a.xilla, and roentgen examination 
showed no metastases to the lung. 

Resection of the thoracic wall was done on 
September 14. The right half of the sternum 
and the fourth, fifth and sixth costal cartilages 
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were removed, with a small portion of the 
right lung. The wound was closed with a 
skin flap taken from the left infraclavicvflar 
region. As soon as the tumor was removed, 
intense shock developed and in spite of blood 
transfusion the patient died at the end of the 
operation. Autopsy was not performed. 

Case 5.—E. C., a white Brazilian woman 
aged 60, was admitted to the S. N. C. on June 
6, 1947. In 1943 she had undergone elsewhere 
a radical mastectomy for cancer of the left 
breast. In November 1946 a tumor had de¬ 
veloped over the operation scar. Biopsy showed 
it to be a Grade III undifferentiated carci¬ 
noma. A course of high voltage roentgen 
therapy was given, and on Nov. 30, 1948. she 
entered the surgical department. 

There had been great modification in the 
shape of the lesion. Instead of a round tumor 
as before there was a large ulceration on the 
right side of the anterior thoracic wall, near 
the midline. Its upper border corresponded 
to the second interspace. Pieces of the third 
and fifth left costal cartilages were seen in the 


depth of the ulceration, and heartbeats were 
clearly observed. There was a lymph gland 
2 cm. in diameter in the left axilla. 

Thoracic resection was done on Nov, 31, 
1948. The third, fourth, fifth and sixth left 
costal cartilages, with segments of the cor¬ 
responding ribs and intercostal muscles, were 
remov'ed, as was also a portion of the left 
border of the sternum. Scar tissue overlying 
the pericardium showed several “pinhead” 
nodes and was also removed. 

The gap left in the thoracic wall was closed 
xvith a skin flap taken from the upper ab¬ 
dominal quadrants. 

The wound healed well. There was slight 
dyspnea on exertion during the first few days 
after the operation. 

Later, empyema developed and required 
drainage. The patient died in April 1949, with 
generalized metastases. 

Case 6.—E. D., a white Brazilian woman 
aged 55, entered the S. N. C. on June 2, 1949. 

She had an ulcerated tumor of the right 
breast CFig. 4A) with partial destruction of 



Fie- —4 repurrence on thoracic wall of cancer of breast. B, patient after resectio 

thorSfc wall. Loss of tissue was covered with the right breast, which was slid medially. 
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the same and involvement of the anterior 
thoracic wall, with partial exposure of the 
fifth rib. The ulceration measured 9 by 2.5 
cm. A small lymph gland palpated in the right 
axilla, 2 cm. in diameter, and another in the 
left axilla. No other metastases were dis¬ 
covered. 

A radical mastectomy was performed on 
June 21, together with removal of part of the 
anterior thoracic wall (anterior portion of 
the fourth and fifth ribs with corresponding 
intercostal muscles and cartilages, the sixth 
cartilage and a piece of the sternum). The 
pleura and the pericardium were isolated from 
the thoracic wall and were not entered. The 
internal right mammary artei’y was doubly 
sectioned and ligated. 

The area of tissue loss from the thoracic 
wall was covered by a large full thickness skin 
flap taken from the anterior abdominal wall 
(Fig. AB). (The raw surface left in the 
abdominal wall was covered with a medium 
thickness skin graft taken from the right 
thigh two weeks later.) 

Except for a rather high pulse rate (132), 
convalescence was good. 

Histologic examination (Dr. Francisco Fial- 
ho) disclosed “a typical carcinoma. Grade IV 
Broders.” 

On July 5, 1949, a left axillary node dis¬ 
section was done, and pathologic examination 
showed metastatic adenocarcinoma. Grade IV. 
Roentgen therapy was then given to the left 
axilla. The patient was discharged to her 
home on October 24. 

On Ma 3 " 24, 1940, her general and local 
condition was good except for a small node 
in the right axilla. It was removed with the 
region under local anesthesia, and the patient 
was discharged the following day. Histologic 
examination showed carcinoma. Grade III. 
In October 1950 two small pinhead nodes were 
observed in the skin adjacent to the scar on 
the thoracic wall. Thej' were removed with 
local anesthesia and proved to be adenocarci¬ 
noma, Grade III. A course of roentgen therapj' 
was given over the area from which these two 
small nodes had been removed. 

The patient was last seen on Feb. 3, 1951, 
twenty months after thoracectomy. Her local 
and general condition was good, no wore me¬ 
tastases apparently having occurred. She has 
been directed to report everj' three months 
or eveiw time anything abnormal is noticed. 
Probably metastases will continue, but while 
they occur as small isolated accessible nodes 
and no bone or lung secondary lesions are 
discovered in bone or lung tissue, the.v may be 
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removed surgically or irradiated. Meanwhile 
the patient is leading a'normal life. 

Case 7.—M. C. L., a 5S-year-old white Bra¬ 
zilian woman, entered the S. N. C. on Sept. 5, 
1949. Two and a half j-ears earlier she had 
undergone a left radical mastectomj" for can¬ 
cer of the breast. Eight months prior to ad¬ 
mission here a small node had developed near 
the operative scar. A course of roentgen 
therapy was given, but the tumor did not dis¬ 
appear. 

Examination showed a linear oblique scar 
over the anterior wall of the left hemithorax, 
due to mastectomj'. A round tumor G cm. in 
diameter wms located over and adherent to 
the second and third left costal cartilages and 
the left border of the sternum. No glands 
were palpated in either the axillae or the 
supraclavicular regions. A roentgenogram of 
the lungs showed no metastases. 

Operation was performed on September 13. 
Partial resection of the anterior wall of the 
left hemithorax was done, with removal of 
the left half of the sternum and the second 
and third costal cartilages. Neither the peri¬ 
cardium nor the pleura was entered. After the 
right breast had been partially undercut, it 
was pulled toward the midline, completely 
covering the area tissue loss in the thoracic 
wall. 

Histologic examination showed carcinoma, 
Grade III (Broders). 

After the operation the patient did well 
until December 27, when three small pinhead 
nodes were observed near the operative scar. 
Roentgen therap.v was again given. These 
nodes disappeared, but on Feb. 3, 1950, an¬ 
other small cutaneous node on the thoracic 
scar was removed surgically; also a right 
axillar.v node disection ivas done. Histologic 
examination (F. Fialho) of both specimens 
showed carcinoma. Grade III (Broders). 

In August sevei’al other nodes were seen 
over the thoracic wall and also on the scalp. 
Roentgen examination showed pulmonary me¬ 
tastases. The patient died at home soon after¬ 
ward, with general metastases. 

In this case, apparently, operation resulted 
in no benefit whatever. 

Case 8.—A. S. R., a white man, a Portu¬ 
guese, entered the S. N. C. on Feb. 2, 1950. 
He had undergone elsewhere a radical mastec- 
tomj’ for cancer of the right breast five year.- 
earlier. 

Six months before admission a tumor hau 
developed over the operative scar. 

Examination showed an oblique linear .-car 
over the anterior wall of the right hemi- 
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Fic G_Part of thoracic wall removed with tumor. A, outer aspect; 

B, inner aspect. 


thorax. There was also a round tumor fixed 
to the second, third and fourth right costal 
cartilages and the right border of the sternum. 
No lymph nodes could be palpated in the axil¬ 
lae. No lung metastases observed on roentgen 
examination. 

Resection of the thoracic wall was done 


(March 11,1950), the second, third and fourth 
right costal cartilages being removed, with 
nearly the whole width of the medium third 
of the sternum. The pleura and pericardium 
were not opened, but the latter was very ad¬ 
herent to the sternum and isolation was a little 
difficult. The area of tissue loss in the thoracic 
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Tuberculosis of the Ileocecal Area 

J. A. RANKINE, M.D., C.M., F.A.C.S., A.I.C.S. 
KELO\VNA, BRITISH COLUMBIA 


T his subject was chosen because 
tuberculosis of the ileocecal area, 
although not a common condition in 
general surgical practice, is one that must 
be considered when lesions of the ileo¬ 
cecal ai*ea are being investigated and 
treated. 

This condition has been known for cen¬ 
turies. One of the earliest records is that 
of an autopsy on Louis XIII, which re¬ 
ports a pulmonary cavity and intestinal 
ulceration. The first report of surgical 
treatment was made in 1891 by Hartman 
and Pilliet, who performed resection 
in 2 cases in which the cecum was in¬ 
volved. 

The reported incidence varies, depend¬ 
ing on the material studied. In autopsies 
on patients who died of tuberculosis, 
ulceration of the intestines was observed 
in 30 to 90 per cent. Two series in which 
gastrointestinal roentgen studies wei*e 
made of patients with pulmonary tuber¬ 
culosis showed evidence of intestinal in¬ 
volvement in 8 per cent in one series and 
38 per cent in the other. In 1934, at the 
Mayo Clinic, 6.6 per cent of the cases of 
colitis were due to tuberculosis. 

There is a difference of opinion as to 
just how infection of the intestine oc¬ 
curs. The majority of workers consider it 
due to ingestion of the organism, citing 
animal experiments to prove this. Others 
express the opinion that hematogenous 
spread from another focus is possible, 
just as in the case of the kidneys, the 
adrenals, and the bones; Allende was con¬ 
vinced that in 50 per cent of his cases the 
infection occurred in this manner. Oc¬ 
casionally infection does occur by direct 
contact with some other affected organ, 
e.g., the fallopian tubes, or with tubercu¬ 
lous peritonitis. 

at ft r:.—tire of the Itriti'h CoItjr7:l/in Surtrical 
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Primary infection does occur and is 
more common in Great Britain than in 
America. Lockhart-Mummery reviewed 
100 cases of hyperplastic tuberculosis and 
noted that tuberculosis was present else¬ 
where in only 24 cases. This type is much 
more common in children; Blacklock re¬ 
ported that 59 per cent of his patients 
were under the age of 5 years. The organ¬ 
ism in these cases is almost invariably 
the bovine strain from infected milk or 
butter. It is thought that the milk or but¬ 
ter, together with the fatty capsule of the 
organism, protects it from the action of 
the gastric secretions. 

In the majority of cases the condition is 
due to the human strain of tubercle bacil¬ 
lus and is secondary to tuberculosis of 
the lungs, the bacilli being ingested with 
sputum. Here again the organism is pro¬ 
tected from the action of gastric secre¬ 
tions by its fatty capsule and by the ac¬ 
companying mucus of the sputum. The 
pulmonary lesion in these cases is usually 
of the advanced type, but cases have been 
reported in which it was healed or min¬ 
imal. 

The fact that intestinal tuberculosis 
usually occurs in the ileocecal region is 
in all probability due to the relative 
physiologic stasis in this area. This theory 
is supported by the fact that intestinal 
tuberculosis has been observed in other 
areas of stasis, e.g., in association with 
paraduodenal hernia, carcinoid of the 
ileum and carcinoma of the colon. Other 
factors which no doubt have a bearing 
on the localization in this area are the 
abundance of lymphoid tissue, the in¬ 
creased rate of absorption, and the degree 
of digestion, which permits freer contact 
of the bacilli with the intestinal mucosa. 

Two genera! types of pathologic lesions 
are described as occurring in intestinal 
tuberculosis, the ulcerative and the hyper¬ 
plastic type. Some tuberculous lesions 
have features characteristic of both of 
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these types and are classified as ulcero- 
hyperplastic. The type of lesion develop¬ 
ing: from any tuberculous infection de¬ 
pends on many factors, notably the viru¬ 
lence of the organism and the resistance 
of the host. 

The ulcerative type is by far the most 
common and occurs in patients who have 
active pulmonary disease. This type is 
common in children and young adults^ 
probably owing to the abundance of lym¬ 
phoid tissue in the earlier years of life, 
whereas in older persons this lymphoid 
tissue has undergone atrophy. The ulcer¬ 
ation is usually in the lower part of the 
small bowel, the beginning of the large 
bowel, or both. Archibald expressed the 
opinion that the process begins in the 
cecum and spreads both ways. 

The tuberculous process begins in the 
depths of the intestinal glands. From here 
the organisms are carried through the 
epithelium by the phagocytes to the sub¬ 
mucosa and into the lymphoid patches, 
where tubercles form. In young patients 
with well developed lymphoid patches and 
patent lymph vessels the process spreads 
in the long axis of the bowel, through all 
coats of the bowel and into the mesenteric 
lymph glands. In older patients with vary¬ 
ing degrees of atrophy of the lymphoid 
tissue and varying degrees of obstruc¬ 
tion of lymph vessels the process tends 
to encircle the bowel. Caseation occurs, 
the mucosa is shed and the tuberculous 
ulcer develops. The ulcer is ragged and 
irregular, often with undermined edges, 
and its base is covered with tubercles. 
All coats are involved, the muscular coat 
least; this is usually affected only by 
fibrosis. In the mesenteric nodes casea¬ 
tion may not occur. Mesenteric adenitis 
may exist without mucosal ulceration. 

As the process develops, adhesions form 
between loops of bowel or other abdomi¬ 
nal organs and the abdominal wall. Per¬ 
foration is rare but does occur, forming 
fistulas or abcesses between adherent 
loops of bowel or other organs, e.g., the 
bladder. Fistulas form frequently after 
operative procedures, e.g., appendectomy. 
Hemorrhage is not common, owing to the 


accompanying endarteritis. Healing oc¬ 
curs with fibrosis, which may result in 
varying degrees of obstruction due to con¬ 
traction of scar tissue, or kinking from 
adhesions. Amyloid degeneration of the 
mucosa may occur, with resultant intract¬ 
able diarrhea. 

The hyperplastic type is a more chronic 
disease. It is usually encountered in per¬ 
sons from 20 to 40 years of age, being 
rai'ely observed in patients under 10 or 
over 60. It is into this group that the 
so-called primary cases fall. If the pa¬ 
tient has a pulmonary lesion it is mini¬ 
mal, or healed. Production and repair 
predominate in this process; ulceration 
may be present but is not a marked fea¬ 
ture. The extensive fibrosis, thickening, 
and scarring produce the tumor-like for¬ 
mation that bears such a close resem¬ 
blance to carcinoma. The thickening in¬ 
volves all layers of the bowel and brings 
about narrowing of the lumen and the 
ileocecal valve, the mucosa being thrown 
into polypoid folds. The contraction 
shortens the cecum, changing the ileocecal 
angle from a right angle until the cecum 
and the ileum are nearly parallel. The ap¬ 
pendix becomes involved and adherent to 
the cecum and the adjacent bowel. 

Clinically there is no symptom complex 
that is characteristic of this disease. Any 
person who is known to have active pul¬ 
monary tuberculosis and complains of any 
symptoms referable to the gastrointestinal 
tract should be suspected of having intes¬ 
tinal tuberculosis until this condition has 
been proved to be absent. With patients 
who have a minimal or a healed lesion 
and patients with the hyperplastic type 
of disease the task is not so easy, be¬ 
cause in most cases there are vague symp¬ 
toms that have been present for a long 
time, usually years. Further, the disease 
is frequently more extensive than the 
symptoms would indicate. 

Pain is the most frequent complaint and 
varies in intensity and location from a 
vague sensation of distress in the right 
lower abdominal quadrant to colicky per¬ 
iumbilical pain of the associ with 
obstruction. The p litt ’on 
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to the time of eating or the type of food, 
although fruit stones have precipitated 
obstruction in some cases. The pain is 
associated with varying degrees of dis¬ 
tention and is said to be relieved b 5 '- ab¬ 
dominal pressure, by the passage of flatus 
or stools, or by vomiting. 

Constipation is usual in the older pa¬ 
tients and diarrhea in the jmunger. These 
symptoms may be intermittent or alter¬ 
nate. Tenesmus is rare unless the rectum 
is involved. Blood in the stool is uncom¬ 
mon. 

General sjonptoms are not much help 
in diagnosis; the appetite may or may not 
be disturbed, depending mainly on the 
patient’s general condition. Loss of weight 
is more common. 95 per cent of patients 
report the loss of 15 to 25 pounds (6.8 
to 11.3 Kg.) in one year. 

Hoon and his co-workers have set forth 
the following syndromes observed in cases 
of ileocecal tuberculosis: 

1. Pseudo-appendicitis; sudden onset 
of low abdominal pain in a person pre¬ 
viously well. 2. Carcinoma-like symptoms, 
e.g., mild obstruction symptoms and a 
mass in the abdomen in a middle-aged 
patient. 3. The obstructed bowel. 4. Re¬ 
current bouts of diarrhea in a patient with 
no evident pulmonary disease. 5. The 
formation of a fistula. 6. The “functional” 
complaints of the constitutionallj’- inferior 
person. 

The physical data are often meagre, de¬ 
pending on the stage of disease. Emaci¬ 
ation is sometimes present; the temper¬ 
ature and the pulse rate are usually ele¬ 
vated slightly; thoracic abnormalities may 
be present; the abdomen may present no 
abnormalities, but tenderness, thickening 
and a mass may be present singly or to¬ 
gether. 

Laboratory data are likewise not very 
helpful. Examination of the sputum will 
not necessarily give positive results. The 
blood picture may reveal slight hypo¬ 
chromic anemia, with a slightly elevated 
K-akocyte count; the difierential count may 
shii.w :>n increase in monoc>'tes. The sedi- 
n'.vr'.tatioi: rate may be elevated, depend- 
i:-.g t n the degree of activitv. 


Examination of the stools may show 
tubercle bacilli, but unless the sputum is 
“negative” or absent this is of no signifi¬ 
cance. Occult blood is not common. 

Roentgen examination offers the great¬ 
est help in diagnosis, although it too may 
fail to reveal any significant change in 
the early stages. One sign known as the 
Stierlin defect, “spasm of an incompletely 
filled cecum, associated with a fixed, rigid, 
iiTegular and deformed ascending colon”, 
is worthy of note. 

Preoperatively the differential diag¬ 
nosis involves consideration of nearly 
evexy condition that occui-s within the 
abdomen, but can usually be narrowed 
down to inflammatoiy conditions, intus¬ 
susception or neoplasm. Mucous colitis can 
usually be excluded on the basis of the 
absence of pulmonary tubei'culosis, roent¬ 
gen observations and examination of the 
stools. In the presence of amebic dysentery 
examination of the stool will give positive 
I'esults for amebae and proctoscopic ex¬ 
amination may reveal amebic ulcers. Non- 
tuberculous enterocolitis usually involves 
the distal poi'tion of the colon. Subacute 
I'ecuri'ent appendicitis can be ruled out 
on the basis of the patient’s history, the 
leukocyte count, the stools, and I'oentgen 
studies of the chest and of the gastroin¬ 
testinal tract. With acute appendicitis 
there is a different history and a higher 
leukocji:e count, and this condition reveals 
its true nature on observation. Spastic 
colitis responds to atropine and sedation. 
In the presence of malignant disease there 
is no fever and no pulmonary symptoms, 
and anemia is more marked. 

Three facts that must not be lost sight 
of are these: there is nothing to prevent 
any of the aforementioned diseases from 
dev'eloping in a patient with tuberculosis. 
Tubei'culosis of the bowel cannot be ruled 
out because the results of thoracic exami¬ 
nation and roentgen studies are negative. 
The spastic filling observed in the roent¬ 
genogram may also be present in cases of 
entrocolitis and malignant tumor. 

At operation the conditions to be con¬ 
sidered are regional enterocolitis (Crohns’ 
disease), noncaseous tuberculated entero- 
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colitis, and carcinoma of the cecum. If the 
ileum is involved, the lesion is probably 
not carcinoma. If tubercles are present 
on the serosa and there are adhesions to 
other structures, it is probably tubercu¬ 
losis, although tubercles do occur in non- 
caseous tuberculated enterocolitis. Re¬ 
gional enterocolitis of long standing usu¬ 
ally presents evidence of skip areas, and 
the terminal portion of the ileum is de¬ 
scribed as “hoselike”. There are cases in 
which it is impossible to make a diagnosis 
even at operation, and when carcinoma is 
suspected the patient should be treated ac¬ 
cordingly. The possibility of coexistence 
of the two lesions must not be forgotten. 
Even the pathologists have difficulty in 
differentiating tuberculosis, noncaseous 
tuberculated enterocolitis and regional en¬ 
terocolitis. 

Prophylaxis against this condition is an 
important part of the treatment of the 
tuberculous patient. Every such patient 
should be trained to expectorate the 
sputum, not swallow it. Overfeeding and 
constipation produce stasis, which is a 
recognized factor in the causation of in¬ 
testinal tuberculosis. Careful public health 
supervision of the milk supply will pre¬ 
vent the bovine type in almost all cases. 
In all cases in which the diagnosis is 
doubtful, the patient should be treated 
as if the diagnosis had been established. 

Medical treatment is the treatment of 
choice when the condition is diagnosed 
preoperatively or when the acute condi¬ 
tion is diagnosed at operation. A point 
to be remembered is that removal of the 
appendix may easily result in a fecal 
fistula or in aggravation of the disease. 
Treatment includes sanitoriura care with 
a well ordered regime and plenty of rest, 
both physical and mental. The diet should 
be of the low residue type, care being 
taken not to overfeed but merely to main¬ 
tain the basic caloric requirement, sup¬ 
plemented by plenty of fluids and ade¬ 
quate vitamin intake, particularly of 
Vitamins C and D. 

Heliotherapy has been found valuable 
in bringing about a regression of symp¬ 
toms. This is believed to be due to mobil¬ 


ization of the calcium in the blood with 
resorption of the exudate in the zone of 
the disease. 

Roentgen ray therapy has been of value 
in some instances but has not been widely 
used. 

Pneumoperitoneum has been employed. 
Its value has not been definitely estab¬ 
lished, but it does bring about a subsid¬ 
ence of pain. 

Tuberculin has also been employed, but 
there have been no notable results. 

In the way of drugs the most useful 
is streptomycin, which in doses of 1 to 
2 Gm. daily for sixty to one hundred and 
twenty days has had its greatest success 
in the treatment of tuberculosis; today it 
is usually combined with para-amino 
salicylic acid. Calcium gluconate, bella¬ 
donna and the kaolin compounds are also 
of value when indicated, particularly in 
the treatment of diarrhea. 

Surgical intervention should be re¬ 
served for the complications of this dis¬ 
ease except in cases of hyperplastic and 
selected cases of ulcerohyperplastic tuber¬ 
culosis, and even then should be resorted 
to only when the disease has become quies¬ 
cent after adequate medical treatment. 
The cardinal rule of surgical therapy for 
tuberculosis, “Operate only when the dis¬ 
ease is arrested or quiescent”, is as true 
of tuberculosis in this area as in any 
other. It is a well known fact that oper¬ 
ation on one tuberculous focus will often 
bring about an exacerbation of the dis¬ 
ease in another focus; therefore, every ef¬ 
fort should be made to arrest one lesion 
before the other is operated on. 

The surgical procedure chosen will de¬ 
pend upon the patient’s general condition 
and the indication for operation. Modern 
preoperative care and the use of strepto¬ 
mycin have been of great value in mak¬ 
ing operation safer and available to a 
greater number of patients. Resection of 
the lesion when possible is the treatment 
of choice, but this is not always possible. 
When it is not, one must be content with 
an anastomosis. This should be made be¬ 
tween two loops of healthy bowel; other¬ 
wise the danger of a breakdown of the 
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suture line is great. Ileostomy should be 
reserved for extensive disease, bowel ob¬ 
struction or profound irritative symp¬ 
toms. In those “early cases” in which a 
patient is operated on with a preoperative 
diagnosis of acute appendicitis the appen¬ 
dix .should not be removed, because of the 
danger of fistula formation or aggrava¬ 
tion of the tuberculosis. The postoperative 
regime should consist of the medical care 
previously outlined, with frequent follow¬ 
up examinations over a period of many 
years. 

In Hippocrates’ time it was said, 
“Phthisical persons die if diarrhea sets 
in”. Stokes in 1884 said, “I never heard 
of a recovery after diarrhea occurred”. 
These pessimistic views are not held to¬ 
day, owing in the main to earlier diag¬ 
nosis, better medical management, the 
availability of streptomycin, and safer, 
saner surgical practice. Pathologists have 
demon.strated that in almost every case 
there is an attempt at healing, so that, 
given the advantages of modern diagnosis 
and treatment, a large percentage of the 
patients obtain a favorable result. 

REPORT OF CASES 

Case 1.—.T.JI.C., a 4o-year-old salesman, 
came into the oflice on Oct. 15, 1949, com- 
plaininR of attacks of pain in the stomach 
and vomiting during the past six months. 
The family history was irrelevant except that 
the patient's father had died at 59 of carci¬ 
noma of the stomach. The patient had had 
scarlet fever at the age of 5 years, compli¬ 
cated by infection, heart trouble and foot 
drop: jaundice iepidemic) at the age of IS, 
and compound fracture of the left ankle at 
the ago of 22. 

Tiie patient described the attacks as usually 
coming on in the evening or during the night. 
Tiiey wore initiated by the belching of g;is, 
after which there were “cramps" below the 
i!:i\el. The ji.-u'n did not radiate, and there 
w;is no pain in the back. The cramps gradu- 
;;l!v increased to tlie point at which vomiting 
l^'cl;rred. This relieved the patient, who the 
laxt r.'.orning would "fee! fme." There was 
a.nnai-i. :!t re!ati<'!i ti> the time of eating or 
the of fo'di. Th.e b-c.ve!' moved regularly 

v. 'th.out laxati'. e<: there v.:.' I’.o di.arrhea. 


became sore and bled. The patient had for¬ 
merly been a heavy drinker, but in the past 
five years had not had a drink. 

General systemic investigation revealed no 
abnormality except occasional attacks of pal¬ 
pitation during rest. There was nocturia 
(once a night for years). The patient ad¬ 
mitted that he was nervous at his job, but 
said he slept well. His weight had increased 
5 pounds (2.3 Kg.) in the past year. He had 
infrequent respiratory infections, but no 
cough. He was a light smoker. 

Examination revealed the patient to be 
thin and apparently healthy, but nervous. 
Examination of the head and neck revealed 
complete dentures. The chest was normal, as 
was the heart. The abdomen was of the flat 
type, with no scars, and moved freely on 
respiration. A small midline epigastric hernia 
was observed above the umbilicus. No tender¬ 
ness, spasm or masses could be observed. The 
genitalia were normal. Hemorrhoids, grade 
III, were present. Sigmoidoscopic examina¬ 
tion gave negative results. There was a bony 
projection at the left medial malleolus, with 
limitation of dorsiflexion. The urine was nor¬ 
mal. 

A tentative diagnosis of intermittent pyloric 
obstruction, pi-obably due to prolapsing gastric 
mucosa, was made. A gastrointestinal series 
was done on October 18 and was reported as 
.showing intense gastritis of the fundus and 
cardia, marked by hypertrophy of the gastric 
rugae; the meal was in the descending colon 
in six hours, and nearly all of it passed in 
twenty-four hours. A roentgenogram of the 
chest showed old, apparently healed right 
apical disease. On the basis of this report, 
which seemed to support the original diag¬ 
nosis, antispasmodics and a bland diet were 
administered. 

On December 17 the patient reported that 
he was still having the attacks, which were 
more frequent now. He was admitted to 
Kelowna (General Hospital and given a strict 
ulcer diet. Phenobarbital and i)cIladonna were 
administered. The gastrointestinal series was 
repeated on December 20 and revealed what 
was believed to be a slight improvement in 
the gastritis. The patient had no attacks in 
the hospital and was discharged on December 
2S to continue his treatment at home. 

The attacks recurred on the first night at 
home. .A functional origin was suspected, but 
in order to rule out organic disease the patient 
was reafimitted on .Jan. 9, 1950. .A cholecy.-to- 
gram and an intravenous pyleogram were 
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taken and were reported as showing no ab¬ 
normality, with a notation to the effect that 
the patient seemed to have a high cecum and 
a short ascending colon, with overlapping by 
the proximal transverse colon. He was kept 
in the hospital on the former regime until 
February 4, during which time he had two 
mild attacks. On one occasion during his stay 
in the hospital the presence of a mass in the 
right lower abdominal quadrant was sus¬ 
pected, but after an enema it could no longer 
be felt. The patient gained 5 pounds (2.3 Kg.) 
in weight during this stay. 

He was followed in the office at weekly 
intervals until February 20, when he came 
in stating that he had been awakened during 
the night with pain in the right lower ab¬ 
dominal quadrant, so he got up, voided and 
returned to bed. He could not go back to 
sleep because of the pain. There was no 
nausea, no cramping and no gas. Examination 
revealed moderate distention of the abdomen, 
well localized tenderness and a firm, slightly 
tender mass in the right lower quadrant. The 
urine was normal and the leukocyte count 
14,750 per cubic millimeter of blood. A pre¬ 
operative diagnosis of acute appendicitis or 
small bowel tumor was made, and a laparoto¬ 
my was performed. 

At operation the cecum, the appendix and 
the terminal portion of the ileum were in¬ 
volved in a mass to which the omentum and 
the middle part of the transverse colon were 
adherent. The mesenteric nodes were en¬ 
larged. A diagnosis of carcinoma of the 
cecum was made, and a right hemicolectomy 
was performed, with an end-to-side ileocolos- 
tomy. The patient made an uneventful re¬ 
covery. 

Dr. H. H. Pitts’ pathologic report was as 
follows: 

“Gross: The specimen consists of 8 cm. of 
ileum and 10 cm. of cecum, including the 
ileocecal valve and the appendix. Opening into 
the ileum and along the lumen of the bowel 
into the cecum there is an obstruction and 
constriction around the ileocecal valve down 
to approximately 0.5 cm. or less. The wall 
of the bowel in this region is very firm. The 
appendix comes off the lower portion of the 
cecum, doubled back on itself, and lies at¬ 
tached to the cecal wall. The serosal surface 
of the distal one-third of the appendix is 
somewhat necrotic and has been hemorrhaging 
subserosally. Immediately distal to the ileo- 
cecel valve there is an area of ulceration 1 cm. 
in diameter, with surrounding edema of the 


mucous membrane. Sections through this 
area of ulceration show a marked degree of 
reactive fibrosis, which apparently has been 
causing constriction. Sections through the 
appendix show a progressively increasing 
amount of fibrosis to the distal one-third, 
which is almost occluded. The appendix is 
2 cm. in diameter, but the lumen would barely 
permit a probe to go through in the distal 
portion. The proximal portion of the appendix 
is ballooned up to 2.5 to 2 cm. in diameter, 
the wall being thinned, the mucosa apparently 
somewhat necrotic. This appears to be an in¬ 
flammatory condition, probably originating in 
the cecum, which has extended backward to 
the appendix and produced stenosing appen¬ 
dicitis. 

“Microscopic: A number of sections were 
taken through various portions of the ulcer¬ 
ated area in the cecum, and they show a 
diffuse granulomatous-appearing infiltration 
with many circumscribed tubercle-like forma¬ 
tions consisting of many giant and epitheloid 
cells extending into the muscularis from the 
submucosa and even into the subserosa. There 
is extensive ulcerative loss of the mucosa, 
and well marked edematous fibrosis is present 
throughout the various coats of the intestinal 
wall. Sections through the appendix show 
a similar process. In none of these tubercle¬ 
like formations is .any definite caseation noted, 
and this may be somewhat more suggestive 
of so-called (Crohn’s disease or regional enter¬ 
itis, but the fact that it is in the appendix 
and also generally in the cecum would be 
somewhat more in favor of a tuberculosis 
process, and I feel that the latter diagnosis 
is more probably the correct one. 

“Diagnosis: Tuberculous appendicitis and 
typhlitis.” 

Since his discharge fi*om the hospital the 
patient has been seen once a month and has 
maintained his health and weight. 

Case 2.—J.O., aged 19, was admitted to 
another hospital on July 12, 1948, complaining 
of not feeling well and of pain in the right 
side of one week’s duration. Elsewhere he had 
consulted a doctor who made a diagnosis of 
appendicitis, told him it was not bad, and 
advised him to take a week off from work. 
The pain did not subside, so the patient re¬ 
turned to his home and consulted his family 
doctor, who had him admitted to the hospital. 

Examination revealed definite and well local¬ 
ized tenderness over the appendical area, and 
tenderness on the right side on rectal exam¬ 
ination. •— 
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The temperature was 99 F.; the leukocj*te 
count was 13,800 per cubic millimeter of 
blood. The urine contained no sugar, albumin 
or microscopic sediment. 

A diagnosis of acute appendicitis was made, 
and laparotomy was performed. The operative 
note was as follows: 

“Moderately inflamed appendix bound down 
by adhesions. The last 5 or 6 inches of ileum, 
the area of the cecum and the base of the 
appendix are dusky and markedly indurated. 
No obstruction. Unable to invert appendix 
stump.” 

The postoperative course was apparently 
uneventful until July 16, when the abdomen 
became distended and vomiting of a fecal 
type occurred. The patient was treated with 
intravenous feeding, blood transfusion and 
Miller-Abbott suction. On July 22 he had 
apparently recovei-ed; his bowels were mov¬ 
ing, so the Miller-Abbott tube was removed. 
On July 25 crampy abdominal pains returned, 
with signs of incomplete obstruction. 

On August 6 the patient was seen in con¬ 
sultation. At that time he presented the pic¬ 
ture of obstruction of the small bowel. This 
was confirmed by a flat plate of the abdomen. 
A decision was made to operate, with a diag¬ 
nosis of small bowel obstruction due to post¬ 
operative adhesions or i-egional ileitis. 

The abdomen was opened through a right 
rectus incision, the rectus muscle being re¬ 
tracted medially. There was a modei'ate 
amount of brownish clear fluid in the ab¬ 
domen; the bowel was not markedly distended, 
owing to the presence of the Miller-Abbott 
tube. The small bowel was picked up at the 
ligament of Treitz and followed distally for 
15 or 20 feet, when it became involved in a 
mass of adhesions and granulation tissue in 
the cecal area. The peritoneum in this area 
was studded with small tubercles. A diagnosis 
of iliocecal tuberculosis was made. A side- 
to-side ileotransverse colostomy was per¬ 
formed, apparently healthy bowel being used. 
The mesenteric glands were enlarged, and one 
was removed for study, together with some 
c;.<eous material. The abdomen was closed in 
layers without drainage. 

C\>nvak-scence was uneventful. The Miller- 
.■\hkatt tube was removed on .August 10. On 
•AugU't i;; .a ;< ’.vound separation developed, 
tf> i'r.e-t;;ird of the extent of the wound. 

Ih.:' c! •.vitri through-and-through silk 
T:a-re:.f:t-r the patient convalesced 
r rrr.al.'y. ]•,• wa- di'charged on .August 30. 

1 •• •- ha T''':-' re;v'r; on the node was as 


“Sections through the Ij-mph node show 
good preservation of Ijunphadenoid structure, 
the follicles being ivell defined throughout. 
There is some slight degree of hilar fibrosis, 
and some edema is present, but there is no 
suggestion of any specific inflammatory proc¬ 
ess or of any malignant disease.” 

Smears, cultures and animal inoculation 
of the caseous material were reported as giv¬ 
ing negative results for M. tuberculosis. 

After discharge from the hospital the pa¬ 
tient was treated with streptomycin for about 
three months. He has been admitted on two 
additional occasions for partial intestinal ob¬ 
struction, which cleared up with enemas. He 
has had no trouble in the past eighteen 
months; his bowels move regularly; he has 
gained weight and returned to his work in a 
logging camp. Roentgenograms of the chest 
taken on Feb. 2, 1949, and Feb. 5, 1950, have 
been reported as revealing no abnormality. 

SUMMARY 

Tuberculosis of the ileocecal region is 
discussed from the points of view of 
etiology, pathology, clinical features, diag¬ 
nosis and treatment. 

Two cases are presented. Unfortunately 
the diagnosis in the second case was not 
proved pathologically, but the operative 
observations and the clinical course are 
in keeping with a diagnosis of ileocecal 
tuberculosis. 

SUMARIO 

A tuberculose da regiao ileocoecal e di- 
scutida sob o ponto de vista da etiologia, 
patologia, quadro clinico, diagnostico e 
tratamento. Dois casos sao apresentados. 

Infortunadamente o diagnostico no se- 
gundo caso nao foi provado anatomopato- 
logicamente, mas as observagoes operato- 
rias e a marcha clinica falam fortemente 
a favor do diagnostico da tuberculose ileo- 
coccal. 

ZUSAM MENFASSUNG 

Die Ileozoekal tuberkulose wird vom 
Standpunkt der Aetiologie, der Pathologic, 
der Klinik, der Diagnose, und der Behand- 
lungeroertert. Zwei Krankheitsberichte 
liegen vor. Im zweiten Falle konnte die 
Diagnose leider nicht pathologisch_ be- 
staetigt werden, aber der Operation.?- 
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befund und der klinische Verlauf stehen 
im Einklang mit der Diagnose einer Ileo- 
zoekal tuberkulose. 
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Announcement 

International Section of Occupational Surgery 

The Executive Council of the United States Chapter and the Board of Trustees 
of an International Section of Occupational Surgery, the aims of wliicl: are (a) ele- 
of the International College of Surgeons have unanimously approved the formation 
ration of standards for the practice of occupational surgery, (6) conservation of the 
health of the worker after occupational injury, (c) official recognition of this spe¬ 
cialty, (d) stimulation of interest in this field by students and members of the pro¬ 
fession, and (c) cooperation in the establishment of facilities for graduate educa¬ 
tion in occupational surgery by means of residencies in hospitals affiliated with 
medical schools, or their equivalents. 

For further details, address Dr. Arnold S. Jackson, Secretary, United States 
Chapter, International College of Surgeons, 1616 Lake Shore Drive, Chicago 10, 
Illinois. 



Phthalyl Sulfathiazole in the Treatment of 
Experimental Peritonitis in Rats 

JOHN GRIEVE, M.B., Ch.B., F.R.S.C.B., F.I.C.S. (Edin.) 

WITH THE TECHXICAL ASSISTANCE OF 

D. F. ALLAN 
EDIN-nURCH 


S INCE the sulfonamides became avail¬ 
able they have been used within the 
peritoneal cavitj’ of the man in the 
presence of serious infections, but these 
experiments have not been very satisfac- 
toiw. Some sulfonamide solutions are irri¬ 
tating to the peritoneum; others, in pow¬ 
der form, have resulted in greater forma¬ 
tion of adhesions than would be expected 
from infection alone, and yet others, be¬ 
cause of their ready solubility, have been 
rapidly absorbed and have failed to check 
inti'aperitoneal bacterial growth. In 1944 
Poth and Ross described the use of phtha¬ 
lyl sulfathiazole and showed that this di'Ug 
given by mouth had marked bacteriostatic 
activity in the intestine and in appropri¬ 
ate dosage reduced the Escherichia coli 
count to a low level. This work by Poth and 
Ross led me to think that this compound 
might control acute peritoneal infection, 
particularly in cases of gangrenous appen¬ 
dicitis or perforation of the colon, but that 
it.s low solubility might be expected to lead 
to excessive adhesion formation. In 1946 
Young and Cole observed that massive 
doses given intraperitoneally to dogs were 
lethal but that there was considerable ab¬ 
sorption into the blood stream. They also 
reported 2 cases of established peritonitis 
in man treated by local use of phthalyl 
sulfathiazole. but it is difiicult to e.stimate 
the p;irt played by the drug in the re¬ 
covery of the patients. This work sug- 
gcsteti the necessity of determining- the 
S'luiiility of phthalyl sulfathiazole under 
varying coiaiitinns. the hlonci level after 
rvritoT'.ta! iniiilantation a.iui the role of the 


2!0 


agent in the control of peritoneal infection. 

Solubility. — Phthalyl sulfathiazole is 
soluble to some extent in mildly alkaline 
solutions. Excess of each of three samples 
of phthalyl sulfathiazole sterilized by 
heating at 140 C. for four hours was added 
to three separate 10-milliliter volumes of 
3 per cent sodium bicarbonate and solu¬ 
tion allowed to take place. Unsterilized 
phthalyl sulfathiazole in a second group 
and phthalyl sulfathiazole heated to 160 
to 200 C. for four hours in a third group 
were added to further 10-milliliter volumes 
of 3 per cent sodium bicarbonate and the 
excess solute in each case removed by fil¬ 
tration.' Hj'drochloi'ic acid (0.5N) was 
added until the solution was just acid to 
Congo red and the phthaljd sulfathiazole 
was precipitated. The precipitate was re¬ 
moved by a dried weighed filter paper, 
given a preliminary drying at room tem¬ 
perature and dried to constant weight in 
a vacuum. 

Bactoiosfafic Activity .—One and five- 
tenths Gm. of unheated phthalyl sulfa¬ 
thiazole was dissolved in 60 ml. of 3 per 
cent sodium bicarbonate, and 800 ml. of 
distilled water was added. The pH of the 
solution was then adjusted to 7.1 with 
0.5N hydrochloric acid and the volume 
made up to 1 litre with distilled water. 
Because of the diminished solubility of the 
.sterilized powder, 1.5 Gm. was dissolved 
in 120 ml. of 3 per cent bicarbonate and 
the volume brought up to 1 litre in the 
same way. 

Both solutions were sterilized by Seitz 
filtration, and serial dilutions were made 
in broth to grive solute concentrations of 
1:1.500. 1:2.000, 1 :.3,000, 1 :4.000. 1:5.000. 

1 :6.000. I :7.000 and 1 :8.000. A standard 
loopfu! of an eighieen-hour culture of E. 
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Table 1. — Solubility of Phihalyl Sulfathiazole under Different Conditions 


Material 

Solvent 

XuniBer of 
Observations ■ 

Mean Quantitj’ 
Dissolved, Gm. 

Unheated phthalyl sulfathiazole. 

10 ml. 3% bicarbonate 

2 

0 522 

Phthalyl sulfathiazole heated for 4 hours at 140 C . 

lO ml. 3% bicarbonate 

7 

0 239 

Phthalyl sulfathiazole heated for 4 hours at 
lGO-200 C . 

lO ml. 3% bicarbonate 

1 ^ 

1 0 034 


Bacteriostatic Activity of Phthalyl Sulfathiazole Heated to 140 C. for 4 Hours with Escherichia Coli 

as Test Organism 



Gronth* 

Dilute of phthalyl sulfathiazole 

1 Experiment 


I 

II 

in 

1:1500 ■ 1 

_ 

_ 1 

_ 

1:2000 1 

— 

— i 

— 

1:3000 


— 

+ 

1:4000 

+ 

+ 


1:5000 j 

+ 

+ 

+ 

0 3 ml Escherichia coli + 100 mg phthalyl sulfathiazole 

4* 

+ 



♦Indicated by plus sign. 

The Effect of Intraperitoncal Phihalyl Sulfathiazole in a Control Series in Which the Abdomen was 
Opened but Ho Dnigs or Organisms Were Inserted (Total Number of Rats, 22) 


Killed at week 

Number of Rats 

Adhesions 

1 

1 

Nil 


5 

2 omental adhesions to scar 

3 

7 

Nil 

4 

C 

Nil 

6 

2 

Nil 

7 

1 

Nil 


coli was added to each tube containing 5 
ml. of broth solution of the drug. The 
tubes were incubated for eighteen hours at 
37 C. In a further experiment 0.3 ml. of 
an eighteen-hour culture of E. coli was 
added to each of three tubes containing 
5 ml. of broth. In addition, 100 mg. of 
sterilized phthalyl sulfathiazole was added 
to 2 of these tubes. All three were incu¬ 
bated for eighteen hours at 37 C. 

Effect of Intraperitoneal Phthalyl Sulfa¬ 
thiazole. —1. Control Series: Twenty-two 
brown rats of both sexes and iveighing 
275 to 476 Gm. each were used. Each rat 
was anesthetized with subcutaneous pento¬ 
barbitone soluble in a dose of 4 mg. per 


hundred grams of body weight, and the 
abdominal skin was shaved and cleaned 
with 1 per cent C. T. A. B. A laparotomy 
with no touch technic was done and the 
abdomen closed in layers with fine stain¬ 
less steel wire sutures. 

2. Experimental Series in Which Ster¬ 
ilization Temperature Was 160 to 200 C.: 

Twenty-five brown rats of both sexes 
and of weights ranging from 220 to 410 
Gm. were used. A quantity of phthalyl 
sulfathiazole for each rat equivalent to 
5 Gm. for a human being weighing 06 to 
70 Kg. was placed in a small test tube and 
sterilized at 100 to 200 C. for four hours. 
This material ’as sh< Ijen into the-peri- 
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toneal cavity of the rat through the same 
type of laparotomy incision as was made 
in the controls. 

3. Experimental Series in Which Ster¬ 
ilization Temperature TFas Exactly 140 C.: 
In 43 albino rats of both sexes and of 
weights ranging from 126 to 350 Gm. the 
abdomen was opened, and 100 mg. of 
phthaljd sulfathiazole sterilized at exactly 
140 C. for four hours was placed in the 
peritoneal cavity of each. Pentobarbitone 
soluble was given intravenously in these 
cases. 

Rats in the three groups were killed 
at intervals varying from a few days to 
three months. The abdomen was opened 
by a single flap, which permitted inspec¬ 
tion of any adhesions in an undisturbed 
state and showed the presence of any un¬ 
absorbed phthalyl sulfathiazole. 

Blood Level of Phthalyl Sidfathiazolc 
After Peritoneal Implantation. — Blood 
samples were taken from the tails of 29 
albino rats at intervals of two to forty- 
eight hours after 100 mg. of phthalyl sul¬ 
fathiazole had been placed in the peri¬ 
toneal cavity. The amount of drug present 
in each sample was estimated by the meth¬ 
od of Bratton and IMarshall (1939), modi¬ 


fied to use 0.2 ml. instead of 2 ml, of blood. 

Effect of Phthalyl Sulfathiazole on 
Eschemchia Coli Infection of the Peritone¬ 
um. —From 0.1 to 2 ml. of an eighteen- 
hour culture of E. coli was placed in the 
peritoneal cavity and a dose found that 
would cause the death of at least 90 per 
cent of the animals to which it was ad¬ 
ministered. The injections were given to 
35 male and female rats weighing 120 to 
350 Gm. 

In a further group of 17 albino rats of 
both sexes and weights ranging from 120 
to 300 Gm., 0.3 ml. of an eighteen-hour 
culture of E. coli and 100 mg. of sterile 
phthalyl sulfathiazole were placed in the 
peritoneal cavity. 

Results. —The results are presented in 
the form of tables. 

If the x- test is applied to data observed 
in the group treated with 0.3 ml. of E, coli 
and in the group with 0.3 ml. of E. coli plus 
100 mg. of phthalyl sulfathiazole, x- = 
0.893, which gives P > 0.3. The greater 
mortality amongst the rats in which 0.3 
ml. of E, coli and 100 mg, of phthalyl sul¬ 
fathiazole were placed in the peritoneal 
cavity is not more than might well occur 
by chance. When the same test is applied 


Table 2. — Tic.'tults in Expcrimcnial Series in Which the Abdomen Opened and Phthalyl 

Sulfathiazole Sterilized at IGO to 200 C. Was Dusted In (Total Number of Rats, 25) 
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Table 4.— Effect of Phthalyl Sulfathiazole Sterilized at 140 C. on E. Coli Infection of the Peritonexirn 


Number 
of Hats 

Material Inserted 
Intraperitoneally 

Died within 

24 Hours 

Died after 

24 Hours 

lulled and E.\amined at 
Intervals of 5 Days to 

3 Months 

28 

0.3 ml. E. coli 

20/28 

2 show ed congestion of 
loop of intestine 

1/28 

(IG days after the opera¬ 
tion) 

7/28 

(3 showed fine adhesions) 

17 

0.3 ml. E. coli 
-f 100 mg. phthalyl 
sulfathiazole 

15/17 

2 showed congestion of a 
short loop of in¬ 
testine 

7 showed commencing 
gangrene of a loop of 
intestine 

1/17 

(2 days after the opera¬ 
tion) 

1/17 

lulled on 10th postopera¬ 
tive day; no evidence o 
adhesions, drug or dam¬ 
age to intestine 


to the incidence of gangrenous intestine 
in the 2 groups a:’ = 10.698, which gives 
P < 0.01. The greater incidence of gan¬ 
grenous intestine in the group given 0.3 
ml. of E. coli along with 100 mg. of 
phthalyl sulfathiazole is thus unlikely to 
be due to chance. 

COMMENT 

In the work reported by Young and 
Cole in 1946 no side effects were observed 
from the presence of phthalyi sulfathia¬ 
zole in the peritoneal cavity of the dog or 
of man, and these authors did not com¬ 
ment on the unexpected observation (con¬ 
firmed by the present work) that a con¬ 
siderable quantity of sulfathiazole or a 
sulfathiazole compound is present in the 
blood stream soon after implantation. The 
mechanism of the rapid absorption is not 
yet clear, but it may be that the phthalyl 
sulfathiazole is hydrolyzed in the peri- 
toneai cavity. There is, however, no evi¬ 
dence to the naked eye of peritoneal re¬ 
action, and the absence of peritoneal reac¬ 
tion does not accord with experiments in 
which sulfathiazole itself has been placed 
in the peritoneal cavity. On the other 
hand, phthalyl sulfathiazole may be more 
soluble in vivo than in vitro. As yet there 
is insufficient evidence to decide whether 
either of these is the correct explanation. 

In the experiments in which 100 mg. of 
phthalyl sulfathiazole and 0.3 ml. of E. 
coli were put in the peritoneal cavity a 


relatively greater number of animals died 
than when E. coli was given alone. There 
was a mortality rate of 88.2 per cent as 
compared with 71.5 per cent, but the 
test shows that the difference may well 
be due to chance (P = > 0,8). 

Similarly, the incidence of gangrene of 
a loop of intestine in the group treated 
with both E. coli and phthalyl sulfathia¬ 
zole is much higher than in the group 
treated with E. coli alone. The test 
shows that this difference is greater than 
can be ascribed to chance (P = < 0.01). 
The distribution of the gangrene and the 
presence of clot in the blood vessels of the 
affected loop suggest that the cause is 
either thrombosis or embolism. The vas¬ 
cular blockage may be due to a high sulfa¬ 
thiazole concentration in the blood of the 
loop or to crystalline deposit similar to 
that occuring in the renal tubules. 

Although a temperature of 140 C. for 
four hours reduces the solubility of 
phthalyl sulfathiazole, it has no appreci¬ 
able effect on its antibacterial properties. 

This work shows that sterilization of 
phthalyl sulfathiazole by heating at 140 C. 
for four hours does not harm its anti¬ 
bacterial power, but the significantly 
greater incidence of gangrene of a loop of 
intestine when E. coli peritonitis is treat¬ 
ed locally by phthalyl sulfathiazole makes 
it clear that in rats, at least, this a danger¬ 
ous form of therapy. Until more informa¬ 
tion is available it would be unwise to use 
this drug locally for peritonitis in man. 
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Exposure to a temperature of 140 C. for 
four hours reduces the soluhilitv of phthal- 
t1 sulfathiazole to half hut does not af¬ 
fect its antibacterial properties. The drug 
previously heated in this vray is rapidly 
absorbed from the peritoneal cavity of the 
rat and appears in the blood in consider¬ 
able amount Trithin two hours. In animals 
with peritonitis due to Escherichia coli 
peritonitis the mortality rate was lower 
than in a similar group of animals in 
which the same condition was treated by 
phthalyl sulfathiazole administered intra- 
peritoneally. In the latter group there was 
a sig-niiicantly greater incidence of g'an- 
grene of a loop of intestine in those dying 
than in the group in which the peritonitis 
was untreated. 

Avthors Xofc: One of us (J. G.) is in¬ 
debted to the Carnegie Trust for nnancial 
assistance for part of this work, to Pro¬ 


fessor R. C. Alexander for encouragement, 
to Professor E. C. Garry and Professor 
G. H. Bell for facilities and advice in the 
earlier stage of the work, and to Miss 
A. -I. Eitchie, formerly theatre sister, 
Eoyal Infirmary. Dundee, for help with 
sutures, drums, towels, etc. 

SUMARIO 

A exposicao a uma temperature de 140 
C. durante quatro horas reduz a solubili- 
dade do phtalylsulphatiazol a metade mas 
nao afeta suas propriedades antibacteri- 
cidas. A droga previamente aquecida 
deste modo e rapidamente absorvida da 
cavidade peritoneal do rato e aparece no 
aangue em consideravel quantidade dentro 
de 2 horas. Em animals com peritonite 
devida ao Escherichia coli peritonitis a 
taxa de mortalidade foi menor do que em 
grupo similar de animals nos quais a 
mesma condicao foi tratada pelo phthalyl 
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sulfatiazol administrado intraperiotnial- 
mente. No ultimo grupo houve uma inci- 
dencia de gangrena significativamente 
maior de alsa de intestino magueies que 
morrenam do que no grupo em que a peri- 
tonite nao foi tratada. 

KESUMEN 

La exposicion a una temperatura de 
140 C. por cuatro horas reduce a !a mitad 
la solubilidad del ftalilsulfatiazol, pero no 
altera sus propiedades antibacterianas. 
La droga calentada previamente de este 
modo se absorbe rapidamente de la cavi- 
dad peritoneal de la rata y aparece en la 
sangre en contidad considerable en dos 
horas. En animales con peritonitis por 
escherichia coli fue mas bajo el indice de 
mortalidad que en un grupo similar de 
animales en que fue tratado el estado 
patoldgico con ftalilsulfatiazol intraperio- 
toneal. En este grupo bubo una incidencia 
significativamente mayor de gangrena de 
un asa del intestino delgado en los falleci- 
dos, que en el grupo en que la peritonitis 
no fug tratada. 

ZUSAMMENFASSUNG 

Wenn Phthalylsulphathiazol vier Stun- 
den lang einer Temperatur von 140 Grad 
Celsius ausgesetzt wird, sinkt die Loeslich- 
keit der substanz auf die Haelfte herab, 
ohne dass aber ihre antibakterielien Ei- 
genschaften beeintraechtigt iverden. Das 
so vorgeheizte Mittel wird von der Bauch- 
hoehle der Ratte aeusserst rasch absorbi- 
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ert und erscheint innerhalb von zwei Stun- 
den in erheblichen Mengen im Blut. Bei 
Tieren mit E. coli-Peritonitis war die 
Sterblichkeitsziffer niedriger als bei einer 
Vergleichsgruppe von Tieren, die wegen 
der gleichen Erkrankung mit intraperito- 
neal verabfoigtem Phthalylsulphathiazol 
behandelt warden. Enter den letzteren 
wurde das Auftreten von Darmschlingen- 
gangfeen beim sterbenden Tier erheblich 
haeufiger beobachtet als bei der Gruppe, 
wo die Peritonitis unbehandelt blieb. 

eSsume 

Le phthalyl sulfathiazole ne perd pas 
de sa valeur antibacterielle meme soumis 
a une temperature de 140% pendant 4 
heures; cependant il perd de sa solubilite 
de moitie. Le produit ainsi chauffe est 
rapidement absorbe par la cavite perito- 
neale du rat et apparait dans le sang en 
dedans de deux heures. 

Des animaux presentant une peritonite 
a colibacille ont une mortalite plus basse 
que ceux qui souffrant de la meme condi¬ 
tion sont traites par le phthalyl sulfathi¬ 
azole administre par voie intra-pgrito- 
neale. D’ailleurs le dernier groupe pre¬ 
sente plus de gangrene des anses intesti- 
nales que ceux qui mourraient sans trai- 
tement. 
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Intestinal Obstruction Due to Gallstone 

Impaction 

G. N. THOMAS, M.D., F.I.C.S., A. G. BOREADIS, M.D., and A. SHAPIRO, M.D. 

A'INELAND, NEAV JERSEY 


T he purpose of this paper is to report 
a case of acute gallstone ileus and 
to emphasize the significance of a 
correct operative diagnosis. Successful 
surgical end results depend upon this. In 
our case the diagnosis tvas established 
roentgenographically before surgical 
measures were taken, and a successful 
operation was performed. According to 
Rigler,^ it is indeed surprising to find that 
only 24 cases have been reported in the 
literature- (up to the year 1941) in which 
the preoperative diagnosis was made 
roentgenographically. 

The incidence of acute intestinal ob¬ 
struction due to gallstone impaction is 
disputed among the various authors. Mc¬ 
Laughlin and Raines,- in their recent 
study, made a thorough analysis of 19,692 
cases of intestinal obstruction, reported 
previously bj'- fourteen authors. They 
noted 366 cases of gallstone obstruction, 
an incidence of 1.9 per cent. They also 
stated that when larger gallstones are 
present the incidence may be higher (1.5 
to 3 per cent). Even though the incidence 
of gallstone ileus is relatively low, the 
mortality rate of 50 to 60 per cent'’ is the 
highest associated with the main tj'-pes of 
acute intestinal obstruction. 

As cholelithiasis is commoner in fe¬ 
male than in male patients, the possibility 
of impacted gallstones should be consid¬ 
ered among the causes of obstruction, espe¬ 
cially in women over the age of 40. Foss 
and Summers’ published a study of 150 
cases in which 130 patients were female 
and 20 male, a ratio of 6.5 to 1, Avhich 
closely corresponds to the relative inci¬ 
dence of cholelithiasis in the two sexes. 

} iho nt-s of flnilio’ivy ar»! Ne’.v- 

for ^ur.c n, k*:j. 


Our patient was a woman 68 years of age. 
Hinchey"’ reported an average age of 66 
years in his series, and Rigler’ stated that 
75 per cent of his patients were women 
over the age of 60. Throughout the 
literature there is only 1 case of gallstone 
ileus in a young woman (25 years of 
age) ; this case was reported by "Wangen¬ 
steen® in 1942. 

The calculi may form in the biliaiy tree, 
but mainly they occur in the gallbladder. 
In brief, the pathogenic source is an acute¬ 
ly infiamed and ulcerated gallbladder with 
pericholecystic reaction and adhesions. 
This eventually leads to necrosis and the 
formation of a fistula into the intestinal 
tract. Closure of the fistula may occur 
after the passing of the stone, as in our 
case. From 176 cases reported by Wake¬ 
field' in 1939, the opening of the fistulous 
tract in 24 cases was into the stomach; 
in 101 cases, into the duodenum, and in 
33 cases, into the colon. It is also possible 
that the common duct and the ampulla of 
Vater may dilate immensely and allow the 
passage of the stone into the duodenum. 
Coiu’voisier® stated that in 7 of 35 cases 
of gallstone obstruction the route taken by 
the stone was through the duct itself. The 
possibility of choledochoduodenal fistula 
should be considered. Even though the 
stone may remain in the duodenum or pass 
into the stomach and be vomited, or pro¬ 
duce intermittent pyloric obstruction, it 
usually passes distally. Marshall and 
Mitchell” reported a case in which two 
gallstones were observed to be free in the 
peritoneal cavity after a recent perfora¬ 
tion of the gallbladder, complicated Avith 
peritonitis. 

Presumably, most gallstones pass 
through the intestine and out of the rec¬ 
tum, as there are almost ten times as many 
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Fig. 2. A, roentgenogram taken Sept. 3, 1951, day of admission. Note position of stone and slight 
distention of the small bowel. B, roentgenogram taken September 4. Note change in position of 
gallstone. Distention of the small bowel is more pronounced. 


tine. This occurred in our case; the stone 
had been observed in the gallbladder about 
a year before and had then traveled to 
the midileum. To locate the point of ob¬ 
struction and, indirectly, the stone, a thin 
barium or thorium solution may be given 
orally. This should always be accompanied 
by the use of a IMiller-Abbott tube in the 
intestine to avoid undesirable sequelae. 
The possibility of a patent ampulla of 
^’ater, which also would give roentgen 
evidence of free air within the biliary tree, 
must be considered. However, in such 
cases there is always the question whether 
or not one is dealing with a choledocho- 
duodenal fistula located near the end of 
the common duct. Rigler’ stated that in 
22 of 36 cases of gallstone obstruction, in 
which roentgen e.xaminations were done, 
the biliary radicles were visible. We are 
convinced that careful roentgen examina¬ 


tion should lead to a preoperative diag¬ 
nosis in most of the cases. 

Treatment .—Surgical intervention is 
the treatment of choice and should be per¬ 
formed as soon as the patient’s condition 
permits. The operative procedure should 
be limited to relief of the obstruction. In 
cases of short-term obstruction, immediate 
closure of the bowel is advisable. When 
obstruction is intermittent and the loca¬ 
tion of the stone changes, a certain delay 
may be permissible with the thought in 
mind that the stone may pass by rectum. 
The removal of the gallbladder and repair 
of the cholecystenteric fistula should be 
postponed for a later date. Of course 
prompt correction of fluid and electrolyte 
balance and intestinal intubation should 
be established. Kapel of Copenhagen re¬ 
ported 2 cases in which he milked the gall¬ 
stones into the cecum without opening the 
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small bowel.^- According to Foss and 
Summers,the discovery at operation of 
a faceted stone may be indicative of pos¬ 
sible multiple stones, the presence of which 
should always be ruled out. 

REPORT OF A CASE 

B.C., a white woman aged 68, was admitted 
to the hospital on Aug. 3, 1951. The chief 
complaint was abdominal pain and persistent 
nausea and vomiting for the past four days. 
On July 31 the patient had some abdominal 
discomfort, which was followed by vomiting 
on the following morning. Since the time or 
onset she had persistent attacks of vomiting. 
She had had no bowel movement for twenty- 
four hours prior to admission to the hospital. 
She stated that the pain was greatest in the 
left lower quadrant of the abdomen and ex¬ 
tended to the suprapubic area. It was crampy 
and fairly constant. 

On May 7, 1950, the patient had been hos¬ 
pitalized because of severe pain in the right 
upper quadrant of the abdomen and the epi¬ 
gastrium. This started twenty-four hours 
prior to admission and was associated with 
nausea and vomiting. A flat plate of the 
abdomen, taken on the following day, re- 



m 

Fig. 3.—Photograph (A) and roentgenogram (B) 
of the removed stone. In the roentgenogram it 
appears smaller, owing to the radiolucency of 
the peripheral layers. 
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Fig. 4.—Roentgenogram taken Sept. 22, 1951, 
seventeen days after the operation, revealing 
normally functioning small intestine. 

vealed extensive calcification of the gall¬ 
bladder. The calcific deposits appeared to be 
within the gallbladder wall. In addition, there 
was a large gallstone within the gallbladder. 
The patient was hospitalized for seventeen 
days, during which time she received anal¬ 
gesics, antispasmodics and general supportive 
measures. From the time of her initial dis¬ 
charge until the most recent admission she 
had had no distress that could be associated 
with gallbladder disease. A review of the 
case history reveals that she had been treated 
for hypertension and arthritis of the legs and 
spine. The systemic review gave essentially 
negative results except for the present illness. 

When first seen this patient was lying in 
bed in a semi-Fowler position, in acute pain. 
Examination of the abdomen showed marked 
muscular guarding, especially over the left 
lower quadrant. There was marked rebound 
tenderness in the same location. A mass 
about the size of a marble was palpated. It 
was not freely movable. 

Physical examination was 'essentially non¬ 
contributory. A flat film of abdo n was 
taken on August 3 and r -able 
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Figr. 5.—Roentgenograms taken Sept. 28, 1951, twenty-three days after the operation, 
revealing no evidence of fistula. Duodenal cap is irregular, with distortion of its 
mucosal pattern due to periduodenal adhesions and scar tissue formation, following 

spontaneous closure of fistula. 


distention of the stomach. There was also 
abnormal dilation of a few loops of small 
intestine. There was a localized increased 
density in the right midpelvic field that had 
the characteristic appearance of a gallstone. 
The previously reported gallstone within the 
gallbladder was not present. 

Ree.xamination on August 3 revealed that 
the rigidity of muscles in the lower left 
quadrant was less marked. At this time the 
patient started to vomit fecal material. She 
was transferred to the surgical service. The 
abdomen was examined roentgenographically 
again on August 4. and it was noted that a 
number of loops of small intestine were di- 
k'.ted. The size of the stomach was within 
normal limits. The gallstone previously de- 
•■v'rzbc'a had changed position to the left pelvic 
i:c!d. Or. .August 5 another roentgen exam¬ 


ination of the abdomen revealed the presence 
of the gallstone in approximately the same 
position as on the previous day. The disten¬ 
tion of the loops of small bowel was more 
pronounced than on the previous examina¬ 
tions. Free air was not observed in the biliary 
tree. Our diagnosis was based on the presence 
of obstruction of the small bowel and on the 
actual demonstration of the gallstone in the 
roentgenogram. 

Laboratory Data .—Except for leukocytosis 
(16,700 leukocytes per cubic millimeter of 
blood) the usual routine clinical laboratory 
studies revealed no abnormal changes. 

On September 5, with the patient under 
nitrous-o.xygen-sodium pentothal anesthesia, a 
paramedian incision was made approximately 
2 cm. to the left of the abdominal midline. 
The anterior sheath of the rectus muscle was 
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exposed and incised. The inner mr.r^in of the 
rectus muscle was separated and retracted 
outward to expose the posterior rectus sheath. 
The posterior rectus sheath was incised, and 
this was followed by incision of the under¬ 
lying peritoneum. A gallstone approximately 
3 by 5 cm. was located, by palpation, in the 
midileum. As the area over the gallstone 
had become necrotic, an incision was made in 
a horizontal direction, over the area of the 
stone, about 4 cm. in length, and the stone 
delivered. The intestine was then closed with 
a double row of catgut sutures and rein¬ 
forced by a single row of silk sutures. The 
abdomen was closed in layers, the peritoneum 
and fascia with catgut sutures and the skin 
with dermal sutures. Before closure of the 
abdomen, six retention silk sutures were 
placed approximately 1 cm. apart. The pa¬ 
tient made an uneventful recovery. 

Subsequent roentgen studies on September 
22 showed the bowel to be patent, with normal 
function. 

A study of the upper part of the gastroin¬ 
testinal tract was done on September 28 and 
revealed no evidence of fistula. However, the 
irregularity of the shape of the duodenal cap 
and the distortion of its mucosal pattern were 
strongly suggestive of periduodenal adhesions 
and scar tissue formation following spontan¬ 
eous closure of the fistula. 

SUMMARY 

A case of gallstone ileus of the small 
intestine is presented, with a brief review 
of the literature. We wish to emphasize 
the significance of an early preoperative 
roentgen diagnosis, upon which prompt 
and successful surgical treatment depends. 
Criteria for preoperative diagnosis are re¬ 
viewed. 

ZUSAMMENFASSUNG 

Es wird ein Fall von Duenndarmver- 
schluss durch einen Gallenstein berichtet 
und ein kurzer Ueberblick ueber die ein- 
schlaegige Literatur gegeben. Die Ver- 
fasser betonen die Bedeutung einer frueh- 
zeitigen praeoperativen Roentgendiagnose, 
von der unverzuegliches Eingreifen und 
der Erfolg der chirurgischen Behandlung 
abhaengen. Die Kriterien fuer die prae- 
operative Diagnose werden besprochen. 


THOMAS ET AL- OBSTRUCTION DUE TO GALLSTONE 

SUMARIO 

Um caso de ileo por calculos biliares do 
intestine delgado e apresentado, com uma 
breve revisao da literatura. Desejamos 
realgar a significa^ao de uma radiografia 
preoperatoria de cujo diagnostico o trata- 
mento cirurgico pronto e feliz depende. 
Os criterios para diagnose preoperatoria 
sao revistos. 

RESUMEN 

Se presenta un caso de ileo por colelito 
del intestine delgado, con breve revision 
de la literatura. Se senala la significacion 
de un diagnostico rontgen preoperatorio 
temprano, del que depende lo oportuno y 
satisfactorio del tratamiento quirurgico. 
Se revisa el criterio para el diagndstico 
preoperatorio. 

RfiSUMfi 

On presente un cas d’ileus paralytique 
biliaire avec commentaires sur la biblio¬ 
graphic. L^auteur insiste sur le diagnostic 
radiologique precoce suivi d’un traitement 
aussi precoce. Les indications op4ratoires 
sont aussi discutees. 
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Surgical Treatment of the Undescended Testis 

GHERARDO MELONI, M.D.* 

FLORENCE. ITALY 


M any and various operative pro¬ 
cedures, often improvements of old 
methods, have been described and 
are actually in use for surgical correction 
of the undescended testis. 

Without making a survey of all tech¬ 
nics, I should like to describe the orchid- 
opexy that has been used since 1931 by 
Prof. G. Cavina, surgeon in the S. Gio¬ 
vanni di Dio Hospital in Florence. In a 
total of 197 cases we have always obtained 
satisfactory results, this method enabling 
us to free the testis, mobilize the spermatic 
cord and fix the testis in the scrotum per¬ 
manently, without damage to its delicate 
structure. 

In 15 of our patients the condition was 
bilateral; in the remaining cases, the un¬ 
descended testis was on the right side in 
106 and on the left in 76. In 11 cases we 
found the testis in the abdominal cavity 
(iliac variety) ; 33 testes were in the 
upper part of the inguinal canal, 29 were 
interstitial; 82 were in the lower part of 
the inguinal canal, and 42 were near the 
pubic spine. In 2 cases we could not find 
the testicle, even after enlarging the in¬ 
cision and performing a transrectal 
laparotomy. In our opinion the testicle 
must have been either in a lumbar posi¬ 
tion or extremely undeveloped, as proved 
to be true in another case. 

There was association with an inguinal 
hernia sac in 40 cases (20.3 per cent). 
In 92 cases (46.7 per cent) the vaginal 
process of the peritoneum was communi¬ 
cating wholly or partially with the ab¬ 
dominal cavity, and in 65 (32.9 per cent) 
the vaginal process was obliterated. 

The operative procedure we use is 
based on the work of Hahn, who first de- 

•Assistant Surgeon, S. Giovanni di Dio Hospital, Florence; 
(Director and Surgeon, Prof. G. Cavina, Vice-President of 
the Tosco-Umbra Surgical Society). 
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scribed his technic in 1902. He exteri¬ 
orized the testis through a scrotal incision 
that was sutured around the spermatic 
cord, and after one week the testis was 
freed and sutured under the scrotal skin. 
An important modification was con¬ 
tributed in 1931 by Schoemaker and con¬ 
sisted in suturing the testis in a pouch 
formed between the scrotal skin and the 
dartos layer. 

According to our histologic studies, 
there is no surgical possibility of dissoci¬ 
ating the dartos layer from the skin of 
the scrotum, considering also that in the 
presence of undescended testes there usu¬ 
ally is a small and imperfectly formed 
scrotal sac; in our opinion, therefore, the 
best place to fix the testis is the subdartoic 
space, where we create a pouch in the 
Cooper tunic. 

The operative technic is as follows; 

Step 1 .—An inguinal incision is made 
as for the repair of inguinal hernia, only 
closer to the pubis. It divides skin, super¬ 
ficial fascia and the aponeurotic portion 
of the external oblique muscle. Very care¬ 
ful and accurate dissection of the sper¬ 
matic cord and the testis is carried out, 
fascial fibers and all connective tissue 
coverings being severed. In this part of 
the operation one must be very careful 
when freeing the testis to avoid damaging 
the vas and the epididymus, which often 
form a rather large loop around the in¬ 
ferior pole of the testis and may be taken 
for strands of the gubernaculum testis. 

Step 2 .—The next step consists in free¬ 
ing the hernial sac or the vaginal process 
from all elements of the cord and pushing 
this dissection up to the internal inguinal 
ring. The sac will be closed with a purse¬ 
string suture; the vaginal process is some¬ 
times everted behind the testis or trimmed 
away. 

With accurate and patient technic, free¬ 
ing the cord from all muscular and con- 
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nectival strands can be done without 
damage to the elements. This enables us 
to bring the testis well down toward the 
bottom of the scrotum without dividing 
the epigastric vessels. 

Step S .—The preparation of an adequate 
bed in the scrotum is accomplished by in¬ 
troducing the index finger from the ingui¬ 
nal incision and through the inner strata 
of the scrotum and incising transversally 
the skin of the scrotal sac (Fig. 1). The 
edges of this wound are held with two 
small forceps, and with blunt dissection 
of the cellular fatty layer we prepare a 
pouch that will hold the testis (Fig. 2). 
The dartos and the skin must be protected 
as much as possible during this step of 
the operation, because of the great impor¬ 
tance of the dartos as a thermoregulative 
agent in spermatogenesis, according to 
Virno. 

Step 4.—A long forceps introduced from 
the scrotal incision will seize the rest of 
the gubernaculum testis, pulling it down 
and outside the scrotum (Fig. 3). Two or 
three stitches of catgut are placed in the 
deep layers of the scrotum so that the 
testis cannot rise into the upper portion 
of the scrotum (Fig. 4). 

Ste-p 5 .—The inguinal canal is closed in 
two layers, the cord being placed on the 
fascia transversalis and the muscular 
layers sutured to the Falloppio arcade; 
the edges of the external oblique muscle 
are sutured in their aponeurotic portion. 
We usually prefer this method to the Bas- 
sini or Postempski (Halsted) technic of 
hernia repair, because the course of the 
cord is shorter this way (Fig, 5). 

The immediate results of this technic 
are very good; we have never encountered 
complications of any importance. In fol¬ 
low-up studies it has been rather difficult 
to reach all patients, but in those who 
could be reached the results were satis¬ 
factory ; the testis was always in the lower 
third’of the scrotum. In young patients, 
operated on at the best time for this kind 
of operation—between the ages of 7 and 
15 years—we often found the testis en¬ 
larged and of normal volume, consistency 
and sensibility. The only patients in who'_i 


atrophy of the organ occurred were older 
men, at an age when the testis was al¬ 
ready almost atrophied and the operation 
was performed for cosmetic reasons. 

The simplicity and ease of this method 
and its effectiveness are the main reasons 
for its recommendation. The details of 
this technic were introduced in Italj- and 
elaborated upon by Prof. Cavina first and 
by Caucci from Ancona, and this operative 
procedure has been found very satisfac¬ 
tory. 

SUMMARY 

The author presents and illustrates the 
details of an operative procedure for the 
undescended testis which, in his hands, 
has given excellent results. No complica¬ 
tions of any significance have been en¬ 
countered. 

EfiSUMfl 

L’auteur rapporte ses precedes person¬ 
nels de cure d’ectopie testiculaire. Dans 
ses mains aucune complication n’a suivi. 

SUMARIO 

0 autor apresenta e ilustra os detalhes 
de um processo operatorio para criptor- 
quidia o qual, em sues maos tern dados 
excelentes resultados. Nenhuma compli- 
caqao significativa foi registrada. 

EESUMEN 

El autor presenta e ilustra los detalles 
de un procedimiento operatorio para la 
falta de descenso del tesliculo, con el que 
ha obtenido excelentes resultados. No ha 
habido compiicaciones de ninguna im- 
portancia. 

ZUSAMMENFASSUNG 

Der Verfasser berichtet und illustriert 
die Einzelheiten des operativen Vorgehens 
bei der Behandlung des Bauchhodens. Das 
Verfahren hat in den Haenden des Ver- 
fassers ausgezeichnete Resultate gezeitigt. 
Komplikationen von irgendwelcher Be- ^ 
I’zutung sind nicht aufgetreten. 
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The ^^Gasthc Cripple'' After Total Gastric 

Resection 

PHILIP S. KLINE, M.D. 

SAN ANTONIO, TEXAS 


T he low five-year survival rate as¬ 
sociated with carcinoma of the stom¬ 
ach has stimulated interest in a 
more aggressive surgical approach in the 
treatment of this disease. Approximately 
40,000 gastric malignant tumors are dis¬ 
covered annually in the United States. In 
spite of increases in the percentage of 
lesions resected and a lowered operative 
mortality rate, the overall five-year sui*- 
vival rate is below 8 per cent. In an 
attempt to raise this percentage, total 
gastric resection, with removal of the 
avenues of lymphatic spread, is now con¬ 
sidered the procedure of choice for ma¬ 
lignant disease of the stomach. This is 
shown by a review of several substantial 
series of cases from major surgical clin¬ 
ics and independent gastrointestinal sur¬ 
geons in the United States. 

Formerly, subtotal resection of the 
stomach was considered a radical ap¬ 
proach, but the salvage rate resulting 
from this procedure has remained low. 
The only hope for survival is complete 
surgical extirpation of the malignant 
process. Shields Warren reported 23 in¬ 
stances (19.6 per cent) of recurrent car¬ 
cinoma in the gastric stump in autopsies 
on 122 patients who died after partial 
gastric resection for malignant tumor. 
Berne and Freeman showed a “recurrence” 
rate of 78.6 per cent in the gastric stump 
in a series studied at necropsy. The 
studies of Zinnenger and Collins and that 
of Coller, Kay, and McIntyre showed that 
in 17.2 to 24.5 per cent of resected speci¬ 
mens that the proximal line of resection 
had been through a gastric wall contain¬ 
ing carcinoma. These studies indicate that 
v.-uk-r resection is needed to eradicate the 

"-.-i - Sn II'.:!. 


disease, and complete removal of the organ 
is suggested. 

Acceptance of total gastrectomy has 
lagged because of the prohibitive mortal¬ 
ity rate formerly associated with this 
procedure. A mortality rate of 53 per 
cent was reported by Finny and Rien- 
hoff in a collected series of 67 cases in 
1929. Since that time, there has been 
a rapid decline to an acceptable rate— 
about 10 per cent—in several reported 
series. With improvement in anesthesia, 
free use of the blood bank and closer 
cooperation between the surgeon, the 
clinician and the nursing staff, the more 
radical approach, with complete removal 
of the stomach and avenues of lymphatic 
spread, is now feasible. The safety of 
gastric surgical procedures, as now done, 
is evidenced by the fact that only 1 death 
occurred in 352 subtotal gastrectomies 
for benign gastric and duodenal lesions 
and no deaths occurred in 20 total gastric 
resections done by the author during the 
past five years. 

Total extirpation of the stomach, to¬ 
gether with the avenues of possible lym¬ 
phatic spread, may be compared with the 
accepted practices of radical removal of 
carcinoma of the breast, the Miles resec¬ 
tion for carcinoma of the rectum, and the 
continuity block neck dissection for cancer 
of the floor of the mouth and the tongue. 

After total gastric resection a high 
percentage of the patients have had epi¬ 
gastric fullness and discomfort, regurgita¬ 
tion and heartburn after meals. Their 
food capacity is limited, and they may 
be malnourished in spite of eating five 
or six meals daily. Other patients have 
periods of weakness, nausea, sweating 
and palpitation, the so-called dumping or 
overdistention syndrome. These annoy- 
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A, the proximal and distal loops of jejunum are antecolic in position. These loops are approximated 
by the posterior row of sutures. The jejunoje junostomy js beg^un about 4 to 5 cm. below the 
esophagojejunostomy and extended downward for a distance of at least 15 cm. and ends at the 
ligament of Treitz. B, the jejunojejunostomy is opened and the posterior inner running locked 
suture is in place. A previously passed Levine tube has been passed from above through the distal 
loop downward and across the ostium and into the proximal loop at the level of the ligament of 
Treitz. This tube is used postoperatively for suction; then it is withdrawn a few centimeters and 
is used for feeding purposes as soon as peristalsis begins. Note the increase in surface area of the 
newly formed pouch. C, the jejunojejunostomy has been completed in the conventional manner 
and the many interrupted nonabsorbable sutures are in place. Note, again, the length of the jejuno¬ 
jejunostomy. D, a postmortem picture taken five months after operation on a patient whose death 
was not due to malignancy demonstrates the caliber of the newly formed pouch as compared with 
the caliber of the loops of small bowel in the vicinitv. This picture gives an over-all demonstration 
of the esophagojejunostomy (just below the clamped esophagus), the functional loop of jejunum just 
below this anastomosis and the newly created "gastric pouch." 


ing symptoms have caused a fair percent¬ 
age of such persons to be labeled “gastric 
cripples.” 

It is my opinion that the symptoms 
just mentioned are due, in the main, to 
the reconstructive technics employed after 
extirpation of the cancer by total gastric 
resection. Surgeons have varied their 
reconstructive technics from time to time 
in the hope of overcoming these annoying 
problems and better rehabilitating the 


patient toward normal living. The recon¬ 
structive technics now mostly commonly 
employed may be listed in the order of 
their frequency, as follows; (1) esophago¬ 
jejunostomy, postcolic, with or without 
jejunojejunostomy; (2) esophagojejunos¬ 
tomy, antecolic, with or without jejuno¬ 
jejunostomy; (3) esophagojejunostomy 
with Roux en Y technic of anatomosis, 
and (4) esophagoduodenostomy. The first 
two procedures are by far the most pop- 
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ular, and the added jejunojejunostomy is 
now usually employed. The reason given 
for its use is to shunt the bile and pan¬ 
creatic juice away from the esophagus. 
Frequently the jejunojej unostomy is made 
too small or improperly placed, and the 
opening is mechanically blocked by peris¬ 
talsis, so that its purpose is defeated. 

I should like to propose that more at¬ 
tention be directed to the jejunojej unos¬ 
tomy. By enlarging this ostium one cre¬ 
ates a pouch. This pouch serves as a reser¬ 
voir for food; with its use, the annoying 
and debilitating symptoms are minimized. 
In my first 5 total gastrectomies, the con¬ 
ventional reconstructive technics were em¬ 
ployed, with the same undesirable symp¬ 
toms. In the last 15, the following tech¬ 
nic proved most gratifying and advan¬ 
tageous to the patient: 

Approximately 20 cm. from the liga¬ 
ment of Treitz, the jejunum is brought 
anterior to the colon, and the esophago- 
jejunostomy is constructed according to 
the technic described by Lahey, Marshall, 
and Wangensteen, Longmire, and others. 
The jejunojej unostomy is then begun at 
a distance of 4 to 5 cm. below the esoph- 
agojejunostomy. The distance between 
the two anastomoses is so placed as not 
to crowd the esophagojejunostomy and to 
allow a functional curve between the 
proximal and distal loops of small bowel. 

The posterior row of interrupted non¬ 
absorbable sutures is then placed, thus 
starting the jejunojejunostomy (see il¬ 
lustration, A). This anastomosis extends 
down the approximated loops of jejunum 
for a distance of at least 15 cm.; it should 
stop just distal to the ligament of Treitz 
of the proximal loop. Both loops of bowel 
are then opened, and a second or inner 
row of absorbable, atraumatic sutures is 
placed therein, a running lock stitch being 
used (/?). Note in this illustration an in¬ 
crease in the area of the small bowel that 
will ultimately be the functional pouch or 
pseudn.-Tomiich. This area is approxi- 
mat'.-ly twice the size of a single loop. At 
t.'U' paint, a previously placed Levine tube 
1 - pa<sv;; into the pouch and is used post- 
- p-. .’-ativv'.y lor suction and feeding pur¬ 


poses. The completion of the jejunojeju¬ 
nostomy is effected in the usual manner 
by a Connell suture and reinforced with 
a line of nonabsorbable interrupted su- 
tui’es (C). 

The mobile transverse colon, lying be¬ 
hind the pouch, should be pulled to the 
right of the midline so that it will not 
gather under the diaphragm and crowd 
the newly formed pouch. This pouch will 
normally rotate slightly to the left and 
be suspended comfortably. 

By this generous side-to-side anasto¬ 
mosis, the major problems are solved: 
1. An adequate shunt has been established 
so that bile and pancreatic juice cannot 
pass or be regurgitated through the esoph- 
agojejunostomy. This eliminates gas¬ 
tric burning, regurgitation and heart¬ 
burn. 2. The overdistention syndrome is 
minimized, and the new pouch is disten¬ 
sible and serves as a reservoir for ingested 
food. 3. Because of this increase in ca¬ 
pacity, the patient may eat a greater quan¬ 
tity of food and not be hampered by tak¬ 
ing small frequent feedings in order to 
maintain a good state of nutrition. 

SUMMARY 

Total gastric resection is advocated as 
the operation of choice for cai’cinoma of 
the stomach. A high percentage of pa¬ 
tients have distressing symptoms and 
feeding problems after total gastrectomy. 
The various types of anastomosis are dis¬ 
cussed, and a technic for the formation 
of a “gastric pouch” is presented. The 
author has used this technic in 15 of 20 
total gastrectomies and has successfully 
minimized the dietary and nutritional 
problems of patients who have undergone 
total gastrectomy. 

SUMARIO 

A resse^ao gastrica total e proclamada 
como a operagao de escolha para o car¬ 
cinoma do estomago. Uma alta percent- 
agem de pacientes tern sintomas de.sa- 
gradaveis e problemas de alimentacao 
iIcpoi.« da gastrectomia total. O.s vario.s 
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tipos de anastomose sao discutidos e uma 
tecnica para a formagao de uma “bolsa 
gastrica” e aparsentada. 0 autor usou 
esta tecnica em 15 de 20 gastrectomias 
totals e reduziu ao minimo com sucesso 
os problemas dieteticos e nutricionais dos 
pacientes que foram submetidos a gastrec- 
tomia total. 

RIASSUNTO 

Secondo TAutore, la gastrectomia totale 
rappresenta Toperazione di scelta nei 
casi di carcinoma dello stomaco. Un’alta 
percentuale di pazienti, dopo tale inter- 
vento, hanno seri disturb! e difficili prob¬ 
lem! dietetic! da risolvere. Vengono stu- 
diati i vari tipi di anastomosi e viene 
descritta una tecnica tendente alia for- 
mazione di una nuova “sacca gastrica". 
L’Autore ha usato questa tecnica in 15 
gastrectomie total! su 20, riuscendo a 
rendere i problem! dietetici di minima 
importanza nei suoi pazienti. 

RESUMEN 

Se defiende la gastrectomia total como 
la operaci6n de eleccion para el carcinoma 
gastrico. Un gran porcentaje de pacientes 
tienen sintomas penosos y problemas 
alimenticios despues de la gastrectomia 
total. Se discuten los diversos tipos de 
anastomosis y se presenta una tecnica 
para la formacion de una “bolsa gastrica”, 
El autor ha usado esta tecnica en 15 de 
20 gastrectomias totales, reduciendose al 
minimo los problemas dieteticos y ali¬ 
menticios en pacientes con gastrectomia 
total. 

ZUSAMMENFASSUNG 

Die totale Magenresektion wird bei 
Magenkrebs als die Operation der Wahl 
empfohlen. Ein hoher Prozentsatz der 
Kranken leidet nach der totalen Entfer- 
nung des Magens an quaelenden Symp- 
tomen und unter Ernaehrungsproblemen. 
Die verschiedenen Typen der Anastomo- 
sierung werden eroertert, und eine Tech- 
nik zur Bildung einer “Magentasche” wird 
angegeben. Der Verfasser hat diese Tech- 


nik in 15 von 20 totalen Magenresektionen 
angewandt. Es ist ihm gelungen, die 
Schwierigkeiten hinsichtlich der Diaet 
und der Nahrungszufuhr, mit denen die 
Kranken nach einer totalen Magenresek¬ 
tion zu kampfen haben, auf ein Mindest- 
mass zurueckzfuehren. 


RESUME 


Le cancer de I’estomac ne peut etre 
opere avec succes que par la gastrectomie 
totale. On rencontre un grand nombre de 
malades presentant des malaises et des 
troubles de la nutrition apres la gastrec¬ 
tomie totale. L’Auteur passe en revue les 
diverses techniques de Tanastomose de 
meme que les divers precedes du sac 
gastrique. L'Auteur s’est servi de ce 
precede chez 15 des 20 cas de gastrec¬ 
tomies totales et a pu de la sorte reduire 
considerablement les troubles digestifs des 
patients ayant subi la gastrectomie totale. 
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The Widening Circle 


The Intei'national College of Surgeons, 
founded on the principle of world-wide 
intercommunication and exchange of 
ideas, has once more extended the periph¬ 
ery of its interests and* activities, this 
time by the creation of a Division of Allied 
Sciences. This new Division, recently in¬ 
itiated by the Executive Council, offers the 
facilities and privileges of College mem¬ 
bership to qualified representatives of such 
related scientific fields as anatomy, physi¬ 
ology, bacteriolog}’-, pharmacologj’-, bio¬ 
chemistry, biophysics, embi'yology, etc., 
who are engaged in teaching these sub¬ 
jects in medical schools. The degree 
jM.I.C.S. (Member of the International 
College of Surgeons) will be awarded to 
all members of the new Division. 

To a very considerable extent the cre¬ 
ation of a Division of Allied Sciences rep¬ 
resents a gesture of gratitude on the part 
of the International College of Surgeons, 
in public recognition and appreciation of a 
debt it has always tacitly recognized. The 
allied sciences and those who teach them 
stand like bulwarks behind the efforts of 
the surgeon, increasing his insight, aug¬ 
menting his skill, and endlessly providing 
him with new and valuable resources. To 
the devoted work of researchers in these 
allied fields we owe the “miracle drugs” 
and the antibiotics, the anatomic and 
physiologic bases for innumerable effective 
forms of prophylaxis, therapy and reha¬ 
bilitation, and our voluminous armentar- 
iuni of medicaments, laboratory tests, and 
experimental data that bear directly on 
our proiilems. In their publications we 
find a continuing source of study and en¬ 
lightenment. and their dedication to the 
life of the researcher, perhaps the supreme 
example of self-denial in the interests of 
'^cientif’c truth, is a perpetual inspiration 


Two other strong factors have operated 
in creation of the new Division. The first 
of these is the enrichment of international 
exchange that will certainly accrue from 
the contributions of our new associates to 
our national and international Congresses. 
The Internationl College of Surgeons 
never loses sight of this principle, the first 
and fundamental source of its pioneer 
strength and the vital core of its growth to 
global proportions. We have been quick 
to seize every opportunity for extending 
the sphere of our influence, believing de¬ 
voutly that this influence draws men to¬ 
gether, whatever their superficial differ¬ 
ences, into a common allegiance to scien¬ 
tific progress and human brotherhood. We 
expressed this principle in extending 
Junior Membership in the College to sur¬ 
geons of limited experience who show con¬ 
vincing evidence of steady growth and 
advancement; we now express it again by 
inviting men whose work is intimately 
connected with our own to share with us 
their labors and achievements. At the ap¬ 
proaching Seventeenth Annual Congress 
of the United States and Canadian Sec¬ 
tions, to be held in Chicago in September, 
the first special session of the Division of 
Allied Sciences will be a prominent fea¬ 
ture, and the ideas and suggestions of our 
new membex's will at all times be welcome 
in fui'thei'ing the chief objective of the 
College—the elevation of surgical stand¬ 
ards throughout the world, thi'ough the 
activities of Sections of the College in 
moi'e than fifty nations. 

The third motive, which we consider of 
tremendous importance, is the develop¬ 
ment of closer cooperation between sur¬ 
geon and researcher. IMost certainly the 
surpeon, though already aware of his debt 
to his fellow .scientists, will benefit from a 
closer knowledge of work that concerns 
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him SO closely and will come to a fuller 
realization of its value and a constant 
awareness of what it offers. Conversely, 
the allied scientist, through keener aware¬ 
ness of the surgeon’s problems, will be 
stimulated to new objects of study or 
spurred to greater efforts toward those 
in hand. As a teacher he should find the 
association illuminating on the human 
side of science, so to speak, and may ap¬ 
proach his students with heightened ef¬ 
fectiveness. 

The trend toward interdependence and 
universality is apparent everywhere, but 
nowhere more plainly than in converging 
processes of thought. Men of learning in 
every field are correlating their ideas with 
those of men in other fields; more and more 
it becomes obvious that no boundaries can 
be set to any area of knowledge. The long- 
recognized connection between mathemat¬ 
ics and music, which strikes the untutored 
as an absurdity, is only one of hundreds 
of such relations. In the relation between 
surgergy and the allied sciences there is 
not even a superficial incongruity; the as¬ 
sociation is natural, almost inevitable. 

That the need of its recognition should 
occur first of all to the International Col¬ 
lege of Surgeons is just as natural and 
just as inevitable. Once a pioneer, always 


a pioneer. We cannot change a habit so 
long ingrained, nor have we any desire 
to change one so fruitful. Perpetual 
growth, not only of our membership but 
of our range of interest and the scope of 
our endeavors, is the very breath of our 
life. This spirit of freshness, inquiry, in¬ 
vestigation and alliance has never failed 
us, never disappointed us. It has carried 
us through many a tempest in many a 
fragile and ill-constructed teapot and can 
be counted upon to carry us through many 
more. The response to this latest enlarge¬ 
ment of our horizons is already so en¬ 
couraging as to infuse new enthusiasm 
throughout the organization, and we can¬ 
not doubt that this response will grow, 
nor can we doubt that its growth will 
result in enrichment. 

We therefore welcome these new allies 
to our cause not only with pleasure but 
with hearty acclaim. We extend our ac¬ 
tivities to include their own, our interests 
to collaborate with theirs, our ideals and 
purposes bent toward a common goal. We 
shall do everything in our power to insure 
the mutual and permanent value of the as¬ 
sociation and to cement the alliance in 
mutual trust and respect. 

M. T. 


Reservations 

for hotel accommodations, etc., for the Seventeenth Annual Congress of the 
United States and Canadian Sections to be held in Chicago in September, may 
be obtained through the Secretariat, International College of Surgeons, 1510 Lake 
Shore Drive, Chicago 10, Illinois, 
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Section News 

International Colleg;e of Surgeons 

United States and Canadian Sections 


Arnohl S. Jucksoyi, M.D., F.A.C.S., F.I.C.S., Sccretartj 



Rocky Mountain District Holds Outstand¬ 
ing Meeting: The Rocky Mountain District 
of the International College of Surgeons, con¬ 
sisting of Arizona, Colorado, Idaho, Montana, 
New Mexico, Utah, Wyoming and the Prov¬ 
ince of Alberta, Canada, convened May 2 and 
3 at the Broadmoor Hotel, Colorado Springs, 
for a highly successful scientific meeting, 
with more than 200 surgeons in attendance. 
The program was as follows: 


Friday, May 2, 1952 
9:00 A. M. 

MORNING SESSION. 

Harry C. Bryan, M.D., Presiding 
1. The Radiology of Prolapsed Gastric 
Mucosa. 

Vernon L. Bolton, M.D., M.A.C.R. 
Radiologist, St. Francis Hospital 
Colorado Springs, Colorado 
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Gfti'dcn of the Gods Club, Colorado SpnnuR. 


Alnmosa Community Hospital 
Monte Vista Community ffospita/ 

2. Plain Film Study of the Abdomen. 

C. N. Sorenson, M.D. 

Scott.sbul/T, Nebraska 

3. The Course of Testicular Injury Follnw- 
inp Accidental Exposure to Nuclear 
Radiation: Report of n Case 
William R. Oakes, M.D. 

Chief Sin-p’oon, Lo.s Alamos Medical 
Center, 

Lo.s Alamo.s, New Mexico 
Discussion 

d. UNESCO—and Its Efforts to Organize 
Medical and Scientific Congresses. 

Wm. Carpenter MacCarty, M.D., 
F.I.C.S. 

International Representative at Large for 
International College of Surgeon.s 

2:00 P.M. 

AFTERNOON SESSION 
Kenneth C. Sawyer, M.D., Presidhu / 


5. Surgery of the Heart and Groat Vessels. 
Thomas F. Keyes, M.D., F.I.C.S. 
Thoracic Surgeon, Salt Lake City, Utah 

6. Cardiac Arrest. 

William A. Camphell, Jr., M.D., F.I.C.S. 
Colorado Spring.s, Colorado 
Discussion 

7. Fascial Planes of the Neck. 

Archirald Buchanan, M.D. 

Professor of Anatomy, 

Assistant Dean, University of Colorado 
School of Medicine, Denver, Colorado 

8. The Incontinuity Radical Neck Dissec¬ 
tion in Head and Neck Malignancy. 
James M. Ovens, M.D., F.I.C.S. 

Phoenix, Arizona 

Discussion 

9. Direct Ti.ssiic SIndie.s With the Electron 
Microscope. 

Erving F. Geever, M.D. 

Assistant Professor of Pathology, 
University of Colorado School of Medi¬ 
cine. 
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Pathologist, Glocknei--Peni-ose and St. 
Francis Hospitals, Colorado Springs, 
Colorado 

Discussion 

Saturday, iMay 3, 1952 
9:00 A. M. 

MORNING SESSION 
James P. Rigg, M.D., Presiding 

10. Kielland Forceps in Persistent Occiput 
Posterior Presentation. 

Glen Wesley Koford, M.D. 

Cheyenne, Wyoming 

11. Emergency Surgery of the Newborn. 

J. E. Musgrove, M.D. 

Department of Surgery, Lovelace Clinic 
Albuquerque, New Mexico 

12. Diagnostic Difficulties Surrounding the 
Surgical Treatment of Hydatid Mole and 
Chorio-Carcinoma. 

E. Stewart Taylor, M.D. 

Professor and Head of Department of 
Obstetrics and Gynecology, Universitj' 
of Colorado School of Medicine, Den¬ 
ver, Colorado 

Discussion 

13. Fracture of the Shaft of the Femur With 
Fracture of the Neck of the Same 
Femur, Treated by Intramedullary Nail 
for the Shaft and Knowles Pins for the 
Neck. 

William M. Delaney, I\I.D., F.I.C.S., and 
Dana Street, I\I.D. 

Memphis, Tennessee 

Discussion 

The Regents of the Rocky Jlountain Dis¬ 
trict are as follows: Arizona, Dr. Joseph M. 
Greer, Phoenix; Colorado, Dr. Kenneth 
Charles Sawyer, Denver: Idaho, Dr. Walter 
R. West, Id.aho Falls; Montana, Dr, James C. 
MacGregor, Great Falls; New Mexico, Dr. 
William R. Lovelace. Albuquerque; Utah, Dr. 
N. Frederick Hicken, Salt Lake City; Wy¬ 
oming, Dr. W. Andrew Bunten, Cheyenne, 


and Alberta, Dr. Malcolm R. MacCharles, 
Winnipeg, Manitoba. 

The event was highlighted by three mem¬ 
orable social events; a chuck wagon supper in 
the Garden of the Gods on the evening of 
May 2, a ladies’ luncheon at the Garden of 
the Gods Club on May 3 and a banquet on 
the same evening at the Broadmoor. The local 
arrangements committee was headed by Dr. 
Harry C. Bryan as chairman and included 
Drs. George W. Bancroft, William A. Camp¬ 
bell and George C. Shivers. The wives of 
these gentlemen served as the ladies’ com¬ 
mittee. All those officially concerned, as well 
as those contributing to the scientific pro¬ 
gram, are to be congratulated on their suc¬ 
cess in making this regional meeting an 
occasion of permanent profit and delightful 
m.emory. 

Dr. Goldstein Honored: Dr. Hyman I. 
Goldstein, F.I.C.S., of Camden, New Jersej", 
has been awarded a diploma and elected an 
Honorary member of La Sociedad Medica de 
Acapulco Guerrero, R. Mexico. Doctor Gold¬ 
stein addressed the Acapulco physicians on 
“Some Aspects of Diseases of the Gallbladder 
and Liver’’ and “Angina Pectoris, Coronary 
Thrombosis and Myocardosis.’’ 

Division of Allied Sciences: The Executive 
Council of the International College of Sur¬ 
geons, recognizing the ever-increasing impor¬ 
tance of thorough grounding and continued 
study in the basic sciences and the desira¬ 
bility of world-wide interchange of experience 
and information in such fields as anatomy, 
physiology, bacteriology, pharmacology, bio¬ 
chemistry, biophysics, embryology, etc., has 
extended the factilties of the College to in¬ 
clude qualified representatives of these fields 
by the creation of a Division of Allied Sci¬ 
ences (see editorial, this issue). The response 
thus far has been highly encouraging, and 
it is anticipated that the new alliances will 
contribute significantly to mutual strength 
and effectiveness. 


Foreign Intern.s and Re.sidents Available 

.\pprovcd hospitals in the United States and Canada having openings for 
intern', .and rc-^ident^ arc requested to coinrnunicate with the .Secretariat of the 
It:;cr::.-it;Mn;;l Culleue of .‘'urceons. I.IIG Lake Shore Drive. Chicago 10, Illinois. 



